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NEW-— Respiratory Diseases 


The Family Physician will find this brand new book unusually helpful. It deals with the diagnosis and treat- 
ment of a group of diseases that, to quote Dr. Eugene H. Pool, “account for more illness and deaths than 
those of any other system except the heart and blood vessels.” 


The authors who present these clinical facts to you are second to none in their respective fields. The diseases 
which they discuss you will recognize at once as of timely and daily interest. They are: Dr. Charles Hendee 
Smith, Pneumonia in Childhood; Dr. Charles J. Imperatori, 40 pages on Diseases of the Larynx, Trachea, 
and Main Bronchi; Dr. Maximilian A. Ramirez, 30 pages on Allergy and Respiratory Diseases ; Dr. H. Wess- 
ler, 20 pages on Abscess and Gangrene of the Lungs; Dr. Harrison S. Martland, 42 pages on Diseases of the 
Mediastinum; Dr. J. Burns Anderson, Bronchiectasis. 


The Common Cold, by Dr. Alphonse R. Dochez; Influenza, by Dr. Henry T. Chickering; Sinus Disease from Infancy to 
Old Age, by Dr. Charles T. Porter; Chronic Pneumonitis, by Dr. Jonathan C. Meakins; Pneumokoniosis, by Dr. Leroy 
U. Gardner; Immunity in Tuberculosis, by Dr. Arnold R. Rich; Emphysema, by Dr. David Riesman; Evolution of Pul- 
monary Tuberculosis, by Dr. James A. Miller; Bronchoscopy, by Dr. Chevalier L. Jackson; Atelectasis and Related Post- 
operative Conditions, by Dr. Yandell Henderson; Thrombosis and Embolism, by Dr. George Blumer; Chronic and Sub- 
acute Empyema, by Dr. Howard Lilienthal; Tumors of Lung, by Dr. Lloyd F. Craver; Surgery of Tuberculosis of Chest, 
by Dr. Adrian V. S. Lambert; Opening Remarks, by Dr. Eugene H. Pool. 


DISEASES OF THE RESPIRATORY TRACT: Clinical Lectures of the Graduate Fortnight of the New York Academy of Medicine. Octavo of 


Philadelphia and London 


418 pages, illustrated. Cloth, $5.50 net. 
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REDUCES 
FUNCTIONAL 
HYPERTENSION 


QUICKLY: A large proportion of the thousands of reports received stress the ex- 


tent of the reduction within the very first week. 


EFFICIENTLY: The reduction of blood-pressure is not ephemeral. Many reports 


end with the remark: "The blood-pressure was then reduced to 
. . where it has remained ever since.” 


ECONOMICALLY: Many cases show a reduction of from 30 to 50 mm. 


within a week—at a cost of not more than one dollar. 


Vials of fifteen tablets—$! .00. 


Bottles of fifty tablets—$3.00. 
Boxes of five |-cc. ampules—$!.00. 
= prescription only; at all druggists. 


One package—a week's supply—proves its worth. 


The HARROWER LABORATORY, Inc. 


GLENDALE, CALIF. NEW YORK, N. Y. CHICAGO, ILL. DALLAS, TEX. PORTLAND, ORE. 
920 East Broadway 9 Park Place 160 N. LaSalle St. 833 Allen Bldg. 316 Pittock Block 


Diarrhea Take It In Time 


mn 

| Just a day or two of light nourishment prepared from Mellin’s 
nfancy Food as suggested below will usually avert an intestinal disturb- 

ance that might develop into a serious diarrhea if not taken in 
hand at the first appearance of loose stools. 


Mellin’s Food* . . 4 level tablespoonfuls 
W ater (boiled, then cooled) 16 ounces 


Give one to three ounces every hour or two until the stools lessen 
in number and improve in character. 

The mixture may then be strengthened by the gradual substitution 
of boiled skimmed milk for water until the quantity of skimmed 
milk is equal to the normal quantity of milk used in the baby’s 
formula. Finally the fat of the milk may be gradually replaced 
by skimming less and less cream from the milk. . 


Directions for using Mellin's Food are left entirely to the physician. 


Samples sent to physicians 


upon request. Mellin’s Food Company, Boston, Mass. 


*MELLIN’'S FOOD: Produced by an infusion of Wheat Flour, Wheat Bran and Malted Barley admixed 
with Potassium Bicarbonate consisting essentially of Maltose, Dextrins, Proteins and Mineral Salts. 
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Building for Strength 


Just as modern architecture depends on its basic support for 
strength and durability, so does the human body rely upon its 
reserve of hemoglobin and essential mineral salts. When your 
patients require an effective tonic, prescribe Neobovinine with 
Malt and lron—it provides the essential elements for health 
and general physical well-being. : 


The Bovinine Company « Chicago 
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INFANCY 


— CALORIES PER DAY 


TOTAL ENERGY REQUIREMENT PER DAY 
| The 200 calory range in infancy and 
| childhood broadens into hundreds 
| of calories required by adolescents. 


ADOLESCENCE 


0 2 4 6 8 


10 12 14 16 18 20 


: — AGE IN YEARS — 


ORMAL ADOLESCENT boys and girls 

frequently complain of fatigue. They 
feel weak and irritable; they show a dimin- 
ished ability to concentrate; they are 
disinclined to work; they are physically 
inefficient. 

Some of these symptoms are physiological 
manifestations of adolescent development. 
But on careful study many young folks do 
not consume enough food to provide them 
with the enormous energy requirements 
necessary during this transitional period. 
The symptoms are the consequence of 
undernutrition. 

The graph reveals the sudden rise in cal- 
oric requirement during adolescence. Three 
hurried meals are usually insufficient to 
provide the tremendous caloric needs. Ac- 


cessory meals, mid-morning and mid-after- 
noon, in certain instances, may be pre- 
scribed with advantage. And Karo added 
to foods and fluids can increase calories as 
needed. A tablespoon of Karo yields 60 
calories. It consists of palatable dextrins, 
maltose and dextrose (with a small per- 
centage of sucrose added for flavor). 

Karo is well-tolerated, highly digestible, 
not readily fermentable, effectively utilized 
and inexpensive. 


Corn Products Consulting Service for Physi- 
cians is available for further clinical informa- 
tion regarding Karo, Please Address: Corn 
Products Sales Company, Dept. A.O.-8, 17 
Battery Place, Nese York City. 
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6T.JOSEPH, 


NETRY GREATER 


BLOOD SUPPLY... 

FASTER EXCHANGE 

OF TISSUE FLUID 
WITH 


In the treatment of cold and 
muscular congestion, the osteo- 
pathic physician finds valuable 
assistance in Penetro. 


Made with a mutton suet base 
and containing 113% to 227% 
more medication than any other 
nationally sold cold salve, Penetro 
tends to produce a greater blood 
supply and a faster exchange of 
tissue fluid. The stasis of the area 
is reduced. The tissue is bathed 
in fresh blood to absorb toxic 
material and help bring prompt. 
dependable relief. Penetro is stain- 
less and snow-white. 


R. E. Travers, D. O. 
c/o St. Joseph Laboratories 
Memphis, Tennessee 


Please have my druggist deliver to me without 
charge samples of Penetro, the salve with old- 
fashioned mutton suet, for clinical tests. 


Street 


State 


THE 
OLD 


SALVE WITH A BASE OF 
FASHIONED MUTTON SUET 


APERIENT SALINES 


do not interfere 
with DIGESTIVE JUICES 


@ Complete evacuation of the colon with- 
out interference with digestion in the 
small intestine is the distinctive quality 
exhibited by the laxative salines. For this 
purpose they are superior to many vege- 
table purgatives, since they do not accel- 
erate the passage of chyme through the 
small intestine and thus diminish digestion 
by the pancreatic and intestinal juices. 

Sal Hepatica closely approximates, in 
its components and their ratio, the most 
famous natural aperient waters, both here 
and abroad. It combats acidity and pro- 
motes a feeling of well-being, and its 
sparkling effervescence makesit a pleasant- 
tasting eliminant. 


SAL HEPATICA 
CLEANS 


THE 


INTESTINAL TRACT 


AND 


COMBATS ACIDITY 


Sample on request 


BRISTOL-MYERS CO. 


19-HH WEST 50TH STREET 
NEW YORK CITY 
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follow 


your patients will 


to lose weight 


A complete program of Low Calorie Re- 
ducing Menus for One Week has been 
planned by a well-known dietitian. 
A typical dinner is illustrated. Copies 
of these menus for your own use are 
available upon request. Simply use the 
coupon below. 


Ry-Krisp, used in place of heavier starchy 
foods, serves an important double purpose 
in moderate reducing diets. 

FIRST: It provides bulk to give a sense of 
repletion with relatively low caloric intake 
—because Ry-Krisp is simply whole rye, 
salt and water—double baked. Each crisp 
wafer supplies only 20 calories. Each one 
is capable of absorbing 5 times its own 
weight in water. Moreover, due to 
its high pentosan and fiber content, 
12% of the total carbohydrates 
in Ry-Krisp are not assimilable. 


It takes three RY-KRISP Wafers to equal 
@ single slice of bread in calorie value. 


SECOND: Ry-Krisp makes it easier for the 
patient to forego other foods you may pro- 
hibit, because it tastes so good. Its crispness 
and unique whole rye flavor make it tempting, 
pleasing in itself—a delightful accompani- 
ment to any foods the diet may permit. Served 
as toast for breakfast, crackers or bread at 
lunch or dinner, it replaces prohibited foods 
naturally and pleasantly. 

For free samples of Ry-Krisp, the 
=m) Research Laboratory Report and 
the Low Calorie Menus for One 
Week offered above, use coupon. 


WHOLE RYE WAFERS 


RALSTON PURINA COMPANY, Dept. JO, 171 Checkerboard Square, Saint Louis, Missouri 


Please send me, without obligation, samples of Ry-Krisp, a copy of the 
Research Laboratory Report, and the Low Calorie Menus for One Week. 


State. 


(This offer limited to residents of the United States and Canada) 
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VITAMINS IN CANNED FOODS 


II. VITAMIN D 


© One of the most interesting chapters in 
the history of the science of nutrition is that 
relating to vitamin D. It is a record of steady 
advances in our knowledge concerning the 
vitamin. Starting with the work of Huld- 
schinsky in 1919 on the ultraviolet irradia- 
tion of rachitic children; passing to the 
classical discovery in 1924 by Steenbock 
(1) and by Hess (2) that irradiated foods 
may acquire antirachitic potency; and ex- 
tending through the profound studies of 
Windaus (3) and other investigators, on 
the constitution of the pure vitamin D ob- 
tained by ultraviolet irradiation of ergos- 
terol, the story of vitamin D is a story of 
steady, scientific progress. 


As a result of these basic contributions, 
there are available today a number of ex- 
cellent standardized carriers of vitamin D. 
Viosterol, and the fish liver oils, and their 
concentrates, are readily available for use 
in the campaign against rickets whose preva- 
lence, especially among infants in large 
urban centers, still remains high. In addi- 
tion to these vitamin D carriers, the vitamin 
D fortified or irradiated foods have appeared 


within recent years. 


It has become increasingly evident that 
there are a number of compounds which 
may promote calcification in the various 
animal species. It is further evident that 
these compounds vary in their physiologic 


efficiency with various animal species, or 
that they are “species specific”. A number 
of forms of vitamin D have been postulated 
(4) and much research in the vitamin D 
field has been directed toward their isola- 
tion and identification. 


In general, natural foods have never been 
regarded as important sources of vitamin 
D. The commonest food articles show ex- 
tremely low antirachitic potencies when 
measured by conventional methods. How- 
ever, recent evidence has been offered that 
the contribution of vitamin D made by a 
varied diet of canned foods may be more 
significant than has heretofore been sup- 
posed (5). While common foods admittedly 
cannot supply the high demands of infancy 
and childhood or other phases of the life 
cycle, for vitamin D, it would appear that 
they may supply significant amounts of the 
vitamin to the diet, especially in the case 
of the adult human, concerning whose quan- 
titative vitamin D requirement compara- 
tively little is known. 


Biological research has shown that 
canned marine products such as salmon, 
shrimp, and oysters (6) make a small but 
definite contribution of the antirachitic fac- 
tor to the diet. We desire to direct the atten- 
tion of our readers to these interesting facts 
about canned foods in general, and these 
canned marine products in particular. 


AMERICAN CAN COMPANY 


230 Park Avenue, New York City 


(1) 1924. J. Biol. Chem, $1, 405 

(2) 1924. J. Biol. Chem. 62, 301 

3) 1932. Ann. 492, 226 

(4) 1935. Physiological Reviews 15, 1-97 


5) 1934. Ind. Eng. Chem. 26, 758 
(® a. 1935. J. Home Econ. 27, 658 
b. 1933. Science, 78, 368 
©. 1926. Wis. Agr. Expt. Sta. Bul. $88, 124 
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This is the fifteenth in a series of monthly articles, which will summa- 
rize, for your convenience, the conclusions about canned foods which 
authorities in nutritional research have reached. We want to make this 
series valuable to you, and so we ask your help. Will you tell us on a 
post card addressed to the American Can Company, New York, N. Y., 
what phases of canned foods knowledge are of greatest interest to you? 
Your suggestions will determine the subject matter of future articles. 
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In LESIONS of the 
Gastro-Intestinal-Tract 


The soothing, healing protection of this 
Gastro - Intestinal- Demulcence (GID for 
short) is accepted adjuvant therapy. Bili- 
ousness, toxemia, stasis, colitis, sourness, 
heartburn, and hyperacidity indicate 


Gastro-Intestinal Demulcence 


GID Granules supply vitamins and detoxi- 

eating hexuronic acids in pleasant health 

food forms, NO DRUGS—dispensing this 

health food is sound osteopathic practice: 

harmless and corrective. 

Did you see this at the convention in New York? 
If not, be sure to write. 


For samples and data D 


write 


GID LABORATORIES 


725 JUNIOR TERR. CHICAGO, ILL. 
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Daily injections of one ¢.c. 
of ACTIVIN for four or five 
days are usually sufficient. 


GREATEST VALUE 
EVER OFFERED 


Can you afford to be without the convenience, 
safety, and time-saving factors of proven Short- 
Wave Therapy? This amazing new portable unit 
meets the need for quality at a real bargain. Con- 
venient electrode application. Safety through 
“shock-proof” construction. Efficiency assured by 
scientific design. Portability at no sacrifice of 
power. 


The Junior Brevatherm 
Short-Wave Diathermy 


Fully capable with ample power for medical dia- 
thermy in all office procedures, and for minor 


McIntosh, the pioneer manu- 
facturer of Physical Therapy 
Apparatus, offers the Hogan 
Junior Brevatherm—a porta- 
ble short-wave diathermy 
unit of real efficiency—priced 
within the reach of every 
physician. The barrier of 
high price for high quality is 
removed. 


electro-surgery and coagulation. 
to modernize your practice. 
E-Z terms. 


CINTOS 


RPORATION -CHICAGG 


235 No. California Ave. 
CHICAGO 


Now is the time 


Buy for cash or on 
Write today for all the facts. 


Gentlemen: 


Send literature and purchase details of the Junior Breva- 
therm. Have representative call. 


No. 8736 

LET US TELL you more 
about this unit and our 
easy payment plan at very 


low financing cost. 


A.O.A. 8-3 


/ 
» “Ries PROTEINS in the TREATMENT 
@® ERNST 
— company | 
135 HUDSON $1. 
ONLY 
$186: $186: 
f.0.b. Chicago 
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GRADUAL 
DESCENT 


under 
complete control 


In the management of the average case of hypertension 
special care must be taken to prevent vascular upsets 
which not only give rise to much distress, but also 
menace the integrity of the arterial walls. 


Collective experience on a large scale over many years 
has shown that Theominal exerts a marked sedative 
influence upon the central nervous system. By dilating 
the peripheral vessels, it also reduces the tension in the 
larger arteries. As a result of these combined effects 
Theominal causes a gradual and gentle reduction of high 
blood pressure and relieves the accompanying symptoms 
—congestive headache, vague chest pains, vertigo, 
dyspnea, insomnia. Moreover, by keeping the vessel 
walls in a more relaxed state, it aids in preventing 
sclerotic changes. 


DOSE: One tablet two or three times daily. 


Write for booklet containing information on the action and 
therapeutic uses of Theominal, with excerpts 
from published reports 


THEOMINAL 


Trademark Reg. U. S. Pat. Off. & Canada 


For Relief of High Blood Pressure 


Supplied in bottles of 25 and 100 tablets 


WINTHROP CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 
NEW YORK, N. Y. WINDSOR, ONT. 
Factories: Rensselaer, N. Y.—Windsor, Ont. 
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VACATION FOODS 
AND 


VACATION time — 
travel—summer foods 
and drinks, often re- 
sult in stomach dis- 
‘orders due to excess 
acidity. 


BiSoDoL 


is a finely balanced 
combination of alkali 
salts which quickly re- 
lieves hyperacidity 
without stomach upset. 
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I have been interested in reading the Presi- 
dential addresses given some twenty to twenty-five 
years ago, and noting that the problems presented 
at that time resemble very closely those which we 
have to consider today. It used to be customary 
for the President in his address to cover all phases 
of osteopathic activity during his term of office. 
Today that is unnecessary, because the heads of 
the departments, bureaus, and committees, which 
go so much more deeply into the various subjects, 
give their individual reports at the time of our 
national convention. Realizing this, I shall not go 
into detail in discussing such subjects as osteo- 
pathic education, legislation, our institutions and 
our tuture. I would urge that every member of 
the American Osteopathic Association read very 
carefully the reports submitted by the depart- 
ment, bureau, and committee chairmen. Only by 
so doing can an appreciation be gained of the 
volume of work accomplished and its effective- 
ness. 


If I may again compare the present with the 
past, I should like to read a paragraph from a 
letter written by President James L. Holloway, 
on September 11, 1911, to Dr. Charles E. Fleck 
of New York City: “A distinctive, strong educa- 
tional program is essential to our life. Nothing 
would please our opponents more than for us to 
drift with the tide, imbibing more and more their 
methods of teaching, and viewing diseases more 
and more from their standpoint. Whenever we 
inaugurate a distinctive osteopathic educational 
program we shall not only insure our own exist- 
ence, but we shall exert such an influence that 
legislative opposition will be overcome and our 
system placed upon an impregnable basis.” 


While we have made considerable progress 
during the past twenty-five years in osteopathic 
education, the coming twenty-five years will 
doubtless have a greater influence upon the future 
of osteopathy. The broadening sphere of osteo- 
pathic practice has caused many osteopathic 
physicians to become interested in surgery and 
specialty practice to the exclusion of manipulative 
therapy. I am not suggesting that those who 
have followed that course do not advise osteo- 
pathic manipulative treatment for their patients, 


*Delivered before the General Sessions of the Fortieth A.O.A. 
Convention, New York, 1936. 


but the very fact that they are carrying on a 
specialized practice as mentioned takes from them 
the opportunity to personally give manipulative 
treatment. Therefore, each time one of our pro- 
fession enters a specialty to the exclusion of 
osteopathic manipulative therapy, we have lost an 
osteopathic technician. 


I am cognizant of the invaluable aid which 
our osteopathic surgeons and specialists give to 
our profession. I realize that in practicing their 
specialty they continue to keep in mind those con- 
servative principles of osteopathic practice and 
the osteopathic attitude toward diseases in gen- 
eral. Nevertheless, my plea would be for more 
general practitioners. The only thing which the 
osteopathic profession has, which other systems 
of therapeutics have not, is osteopathic manipu- 
lative therapy and the philosophy which is behind 
it. It is our stock in trade. I cannot emphasize 
this too strongly. I am not a reactionary—I hope 
that I may even be considered a progressive—yet 
I do not wish to see the fundamental principles of 
the practice of osteopathy sacrificed to so-called 
broader fields of practice. I believe that the osteo- 
pathic physician should have the privilege of giv- 
ing to his patient any form of treatment which 
has been scientifically proved to be of value. 


I believe that we should get away from the 
idea which we hear so frequently expressed that 
we are entitled to our certain therapeutic agen- 
cies; I believe that we should change our point of 
view and say that our patient is entitled to receive 
that form of treatment which will be most bene- 
ficial to him. 


During the fifty years of osteopathic life, 
science has contributed much to the alleviation of 
human suffering. Hundreds of thousands of 
grateful patients throughout the world are in- 
debted to the founder of osteopathy and yet many 
of them do not even know his name. We have 
been negligent in informing the public of the help 
which it is possible for them to obtain through os- 
teopathic treatment. We have bent backward in 
an endeavor to refrain from any procedure which 
might appear to be advertising, and yet we have 
not substituted a campaign of public relations in 
order to tell the public and guide them to a source 
of health. 
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For ages there has been an idea prevalent 
among lay people that a woman who has borne 
children is expected to have backache. It has been 
looked upon as a natural consequence of child- 
birth. How frequently we heard it said: “Well, 
Mrs. ————— has had three or four children; she 
must expect to have backache.” Not until Dr. 
Andrew Taylor Still called to the attention of 
anatomists the fact that the sacroiliac joint is a 
moveable one, and that it is frequently subluxated 
during childbirth, was a satisfactory treatment 
for this form of lower back pain given to the 
world. When we consider the thousands who are 
suffering from lower back injuries because of in- 
dustrial accidents and the thousands suffering be- 
cause of accidents occurring in the different 
sports, we can see that we owe a very definite ob- 
ligation to these individuals and that the osteo- 
pathic message of hope should be given to them at 
the earliest possible moment. Only through well- 
organized public relations work can we accomp- 
lish such an end. We frequently hear it said that 
the best way to tell the world is by efficient work 
on the part of individual osteopathic physicians. 
While it is true that we must have skilled osteo- 
pathic hands which will correct the anatomical 
faults, it is also true that so long as we do not 
inform the public, many people will pass the door 
of an efficient osteopathic physician, not even 
knowing what osteopathy is. 


May I call your attention to the fact that the 
broad scope of osteopathy is not a new develop- 
ment? May I remind you how it was outlined in 
the Articles of Incorporation of the American 
School of Osteopathy? This was the charter of 
the first incorporated school of osteopathy, and it 
stated that the school was established for the pur- 
pose of improving upon our present methods of 
surgery and midwifery and for the development 
of the treatment of diseases in general. 


The public has little idea that osteopathy was 
founded with such a broad point of view in mind. 
We must let them know that osteopathy is not 
limited in its scope of practice, as is generally 
thought. We have not accepted the challenge to 
go forth and inform the public. We have been 
waiting for some good Samaritan to appear who 
would furnish the wherewithal to tell the world 
the osteopathic story. This policy of inactivity 
has been deplorable. If the osteopathic physicians 
would put back into their profession a small per- 
centage of their earnings, the public could be 
informed within a very few years. If a carefully- 
planned public relations campaign had been in- 
augurated twenty-five years ago, I believe that 
osteopathy would enjoy a position of prominence 
far greater than it holds today. I believe that 
most of us have heard of the public relations work 
which has been carried on in New York City dur- 
ing the past five years. This work has been paid 
for by osteopathic physicians of New York and 
vicinity. I do not believe that we have a right to 
go to the public for funds unless we, ourselves, 
are willing to contribute. The public relations idea 
is spreading rapidly throughout the country— 
practically every organization, either professional 
or business, is being aided by some person or per- 
sons trained in the work of public relations. Os- 
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teopathic organizations in many of our cities are 
inaugurating or considering a campaign of public 
relations. As a national organization, it is now 
time for us to start this constructive work. It 
must involve budgeting on the part of the pro- 
fession for the carrying on of public relations 
work until such a time as the public will become 
sufficiently interested in our profession and our 
institutions to contribute to the support of this 
project. 

In order that there may not be a duplication 
of effort and that the osteopathic organizations, 
colleges, hospitals and the A. O. A. may work in 
complete accord, a committee is studying the 
problem at the present time. It must be remem- 
bered that no committee can function successfully 
without the complete backing of the profession 
as a whole. 


While the work of public relations is one 
which will build for the future, it will have an 
effect on practically every member of our pro- 
fession a very short time after it has been in- 
augurated. The contacting of newspaper and 
magazine editors, writers, persons of prominence 
in lay and professional organizations will obtain 
results which will be nation-wide. We have seen 
this in our work in New York City. 


All of the above is but a step in more effi- 
ciently organizing the osteopathic profession. It 
is regrettable that our colleges have not had well- 
organized alumni associations. Our colleges de- 
serve the support of their graduates, not merely 
moral support or the sending of students, but also 
financial support. The alumni of the Philadelphia 
College of Osteopathy have been operating to the 
benefit of that institution. A plan which has now 
been inaugurated by the Philadelphia College of 
Osteopathy, involving annual giving for the sup- 
port of the college and hospital, is a commendable 
one and will result in an enlarged institution with 
better equipment and a greater opportunity to 
serve the profession. This plan may well be emu- 
lated by our other institutions who do not feel 
financially able to develop further at the present 
time. The support of our osteopathic institutions 
and our public relations work must go hand in 
hand. Then after we, as a profession, have taken 
the interest and made the sacrifice which is re- 
quired, I have confidence that it will not be 
difficult for us to enlist the aid of lay persons phil- 
anthropically inclined. Only through efficient or- 
ganization and increased membership in our local, 
state and national associations can we accomplish 
those things which are desired by practically 
every member of the profession, yet for which 
comparatively few have worked in the past. 


On my tours during the past year, I have been 
very happy to note the fighting spirit which ex- 
ists among members of the profession. More and 
more they are coming to realize that we must 
stand united if we are to come back at the unfair 
practice of socialized medicine. Our educational 
program must be placed upon a basis second to 
none. Some of our colleges have already raised 
their standard of preliminary education to a two- 
year college basis. The other colleges do not feel 
that they are able to meet that standard at pres- 
ent, but I believe that, with a well-organized 
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alumni association supporting each college, that 
it would not be long before all of our colleges 
would be on the same standard. We cannot afford 
to continue to maintain high school standards 
when schools of chiropody and veterinary medi- 
cine require one or two years of college work. 
This problem may soon be solved, but there re- 
mains one which to my mind is of even greater 
importance—that is the selection of the student. 
I do not believe in encouraging any one to enter 
an osteopathic college unless he desires to prac- 
tice osteopathy. We cannot afford to admit to 
our colleges those who upon entering practice 
will be osteopathic physicians in name only. We 
know that with the raising of standards and the 
equality of practice rights, many individuals will 
seek to enter osteopathic colleges in order that 
they may obtain a license to practice medicine. 
Much could be said upon this subject, but I will 
not dwell on it at length because I have confi- 
dence that our leaders in osteopathic education 
will give the matter due consideration. 


During the past year, I have had many 
pleasant associations with osteopathic physicians 
throughout the country. It is most encouraging 
to note that the profession is progressing. I have 
no fear for the future of osteopathy as long as 
those who are instructing our students are thor- 
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oughly imbued with the theory and practice of 
osteopathy and that our students are impressed 
with the fact that any one of us can be a medical 
imitator, but the physician who has knowledge 
of osteopathy has something far greater in value 
than any other therapeutic agency which has 
ever been presented to the world. 


In closing, I desire to express my deep ap- 
preciation for the hearty cooperation which I 
have had from Dr. McCaughan, Dr. Hulburt and 
the other members of the Central office force. 
The work of the Central office has been a revela- 
tion to me, as I am sure it would be to you if you 
had the opportunity of seeing a close-up of its 
activities. I am grateful to the various committee 
chairmen who have so effectively carried out the 
work assigned to them. I feel that I am being 
graduated from a course in osteopathic organiza- 
tion work the better prepared to return and face 
| numerous problems which arise in our pro- 

ession. 


May I express my appreciation to those 
throughout the country who have so courteously 
entertained me during the past year? I bespeak 
for the incoming President the same cooperation 
which I have enjoyed. 


101 W. 57th Street 


Traumatic Surgery* 


Wo. WILLIs JENNEY, D.O. 
Long Beach, Calif. 


The increasing tempo of transportation and 
an apparent national heedlessness for the safety 
of others has lifted this division of surgery to the 
dignity of a specialty. No longer may the treat- 
ment of the injured be left to nurses, undergrad- 
uate medical students, and the salaried physician 
of small ability. This type of care has caused such 
a mass of unsatisfactory results, both to the in- 
jured and to the insurance carriers, that increas- 
ingly careful attention is being paid to the early 
treatment of traumatisms. Supervision by trained 
surgeons, preferably those who are familiar with 
the handling of the late results of improperly 
treated injuries, is becoming more common. 
Standardization of treatment is, as yet, an unat- 
tained goal. 


It is impossible, in the time allotted, to more 
than suggest certain practices. The following 
statements are conclusions derived from clinical 
experience with most of the procedures recom- 
mended in modern practice. These are not pre- 
sented as the proper system of treatment, but as 
a treatment which has seemed best to me in 
handling a very large number of injuries in this 
hospital during the past six years. 

The recently injured patient usually is suffer- 


ing from pain and either has, or is threatened 
with, shock. The relief of pain is one of the great- 


*Paper presented before the conjoined staff of the Los Angeles 
County Osteopathic Hospital. 


est obligations of a physician. Too often I find 
that morphine has already been given, but inade- 
quately. A large young adult male with a com- 
pound, comminuted fracture of both bones of the 
leg, for example, a bumper fracture, has been 
given a sixth grain of morphine hypodermically. 
Even if he had had a quarter grain, it would have 
to be repeated soon. There being no contraindica- 
tion in his general condition, he should have re- 
ceived a half a grain. It is imperative that full 
dosage be given within the tolerance of the pa- 
tient. I feel certain that I have saved the lives of 
some patients by this measure alone. Of course, 
one does not give morphine in head injuries, at 
least until there has been a comprehensive exam- 
ination, and even then I prefer some other type of 
sedation in this class. 


Splints to an injured extremity and traction, 
where needed, must be applied at once. This can 
be done quickly. If carefully done, it causes but 
little discomfort and the immediate relief obtained 
may also be life-saving in its prevention of the 
development of shock. This has been stressed so 
much that further discussion is unnecessary. 


All contaminated wounds should be débrided 
at once, using two-glove technic, cleansed with 
half strength tincture of iodine, neutralized with 
alcohol and irrigated with warm sterile normal 
saline solution. I believe that these wounds should 
be sutured immediately with interrupted stitches 
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and the part immoblized. If infection develops, 
stitches can be removed and drains inserted. I 
follow this same procedure in compound fractures, 
removing only grossly contaminated or detached 
fragments of bone. If a wound is not seen until 
after 6 or 8 hours have elapsed since the injury, 
it should be irrigated with normal saline solution 
for several minutes and then left open with moist 
dressings, kept constantly warm and moist, with 
Carrel-Dakin or azochloramid solution. This is 
continued for about 3 to 4 days and then the skin 
edges are approximated with adhesive and sterile 
vaseline dressings are applied. If infection is con- 
trolled, then dressings are not disturbed except to 
be changed every three days. Dressings on all 
cases are changed as infrequently as possible. All 
wounds in street injuries are given mixed anae- 
robic antitoxin in prophylactic dosage. This is 
repeated in three days in severely contaminated 
or macerated wounds. 


In most cases it is possible to repair wounds 
and reduce fractures or dislocations under local 
anesthesia. This is the method of choice, local 
field block being simplest and usually adequate. 
It is the ideal anesthetic in traumatic cranial sur- 
gery. The ease with which 5 cubic centimeters of 
1 per cent novocaine injected at the fracture site 
will permit reduction of clavicular fractures is the 
best argument I know to impress the general 
practitioner. Meticulous asepsis and the tip of the 
needle within the fracture hematoma are the sole 
requirements for safe and complete anesthesia. 


Compound fractures are handled as described 
previously under wounds. No internal fixation is 
used other than bone suture with chromic catgut, 
and this is omitted where possible. Usually, it is 
possible to prevent overriding and displacement 
by spiking one end of shaft fractures and hooking 
it into the medulla of the other fragment. Angu- 
lation is prevented by external fixation. Frac- 
tures of the lower extremity are usually handled 
on a Braun frame. 


With improvement in ability at closed reduc- 
tion, operative interference in simple fractures 
has been uncommon. Exceptions are patellar and 
olecranon fractures with separation, which are 
primarily wet surgery. In any simple fracture, 
incision is delayed for at least five days to permit 
what John B. Murphy called “coffer-damming of 
the tissue.” This has lowered postoperative infec- 
tion to a minimum. For internal fixation in closed 
fractures I prefer, in the order named: catgut, 
prepared, and autogenous fascia, beef-bone screws 
and plates, stainless wire of 4% and 1 mm. thick- 
nesses, Sherman or Lane plates. I rarely use 
autogenous bone grafts in the fixation of simple 
fractures, except in locations where non- or 
delayed union is anticipated, because of the in- 
creased time of operation, further trauma to an 
already damaged bone, increasing danger of 
infection, possible interference with circulation, 
and the relative frequency with which these grafts 
fracture before adequate external fixation can be 
applied. 


External fixation must be applied accurately 
to fit the patient. It must be durable, inexpensive, 
easily applied, and not easily disarranged by the 
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patient or attendants. Plaster of Paris fills all of 
these requirements. All encircling casts of ex- 
tremities are split routinely while the plaster is 
wet unless the casing is applied personally and 
there can be careful, close observation of the post- 
operative progress. 


Two case histories are presented in brief for 
comparison of morbidity and resultant cost in 
properly handled and improperly handled com- 
pound fractures. 


G.O. (P.F. No. 350-912), male, aged 48 years, 
was admitted to Ward 380 on the morning of 
April 6, 1934, suffering from numerous abrasions 
and lacerations of the face and body and a com- 
pound fracture of the lower third of the right 
tibia and fibula with a simple transverse fracture 
of the same fibula in its upper portion. The acci- 
dent occurred three hours previously and there 
had been no treatment other than bandaging his 
wounds, splinting the leg, and a hypodermic injec- 
tion of a quarter of a grain of morphine. This was 
done by the ambulance intern. 


He was removed immediately to the surgery 
and under gas-ether his leg wounds were débrided, 
iodized, and closed with interrupted sutures. The 
leg was placed on a Braun frame and the long 
spiral fracture was gradually reduced by means of 
skeletal calcaneal traction. Because of numerous 
abrasions on the leg, moist chlorinated dressings 
were applied. Mixed anaerobic antitoxin was 
given and the patient returned to the ward. There 
was no evidence of infection in the leg, although 
a face wound developed an abscess which had to 
- lanced. Sutures were removed on the sixth 

ay. 


April 26: Casted on frame and transferred 
to the outpatient department. May 22: Walking 
iron. July 5: Little callus; blood injection given 
at fracture site. New walking cast made. August 
17: Cast removed. September 28: Discharged 
from the orthopedic service. 


Summary: Bed patient at the county oste- 
opathic hospital—20 days. Total disability—4 
months. Treatment—5!4% months. 


W.J. (P.F. No. 349-972), male, aged 35 years, 
was admitted to Ward 380 on the morning of 
April 5, 1934, suffering from numerous abrasions 
and lacerations of the face and body and a com- 
pound comminuted fracture of the lower one-third 
of the right tibia with a transverse simple fracture 
of the right fibula. He had been taken to a receiv- 
ing hospital at 10:00 o’clock the previous evening 
where his wounds had been antisepticized and 
sutured without débridement and the injured ex- 
tremity immobilized in a box-splint. Because of 
the length of time following the accident and the 
type of treatment received at the emergency hos- 
pital, it was felt that débridement was inadvisable. 
Several sutures were removed, moist chlorinated 
dressings were applied and gradual reduction was 
begun upon a Braun frame by means of skeletal 
traction through the calcaneus. Mixed anaerobic 
antitoxin and sedatives were given. 


There was persistent purulent drainage, and 
it was not until April 23, 1934, that irrigation 
could be discontinued and sterile vaseline dress- 
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ings applied. A notation was made on May 1, that 
no crepitus could be elicited and on May 4 a cast 
was applied on the frame, windowed to permit 
dressings to be changed over the compound 
wound which was still draining slightly. On May 
22, roentgenographs revealed no evidence of cal- 
lus. A walking iron was added and the patient 
transferred to the Windsor Hospital for conva- 
lescence and from there reported at intervals to 
the outpatient department. 


There were several recastings and numerous 
dressings during this period. On September 17, 
the cast was removed and only slight callus was 
present and there was some motion at the site of 
fracture. Partial weight bearing was permitted. 


ECLAMPSIA—HARBARGER 


Percussion to the heel and over the fracture was 
ordered. 

October 15, 1934: Slight motion. No drain- 
age. Bier’s hyperaemia was added to the previous 
routine. 

January 3, 1935: Was told he could return 
to work. 

April 2, 1935: Discharged from the or- 
thopedic service. 

Summary: Bed patient at the county oste- 
opathic hospital—7 weeks. Convalescent, home— 
6 months. Total disability—10 months. Treat- 
ment—1 year. 
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Eclampsia* 


ARTHUR L. HarBarGeER, D.O. 
Akron, Ohio 


The term, eclampsia, comes from a Greek 
word meaning “a shining forth.” It is a convulsive 
disease peculiar to the later months of pregnancy, 
usually characterized by high blood pressure, 
marked albuminuria, and edema. It is associated 
with such symptoms as headache, dizziness, dis- 
turbances of vision, epigastric pain, tonic and 
clonic convulsions, and sometimes coma and death. 

~ Eclampsia is not a new disease, for convul- 
sions during pregnancy were described by ancient 
writers. There is no similar disease in animals. 
Paresis in cattle, once thought to be due to 
eclampsia, is really postpartum weakness and is 
not due to convulsions. 


The incidence of eclampsia varies with locali- 
ties and countries. It is more common in cold than 
in tropical countries although it occurs in south- 
ern United States as frequently as in the north. 
On the whole, eclampsia occurs about once in 
sixty-eight deliveries of primigravidas and once in 
4,000 deliveries in multigravidas. The frequency 
of recurrence of attacks is not great. Only about 
2.6 per cent of patients have recurrence. 

No generally accepted theory has been pro- 
duced as to the cause of this disease. What is the 
toxic substance which causes one pregnant woman 
to have eclampsia, but not another woman under 
the same external conditions; what is the toxic 
substance which causes the same woman to have 
eclampsia in one pregnancy and not in a subse- 
quent one? 


Many theories have been advanced, but not 
one has been conclusively proven true. Some have 
thought that eclampsia is due to uremia. But the 
majority have found no association between 
eclampsia and kidney toxemias. 


Others have expressed the thought that these 
forms of convulsions are of infectious origin. 
Some have suggested that it may be due to 
absorption of infected placental infarcts, urinary 
infections, etc. 


*Prepared for the Thirty-Ninth A.O.A. Convention, Cleve- 
land, 1935. 


Still others believe that diet is the all im- 
portant factor in the causation of eclampsia. 
Some have suggested that the loss of bodily fat, 
and more physical labor, are important in pre- 
venting eclampsia; whereas others believe that a 
high vegetable diet and reduction of intake of 
animal protein is all important. But does this 
answer the question? Why should dietetic factors 
cause this type of disturbance in the pregnant 
and not in the non-pregnant woman? 


Others believe that the trouble is in the 
glands of internal secretion. Others that the con- 
dition arises from fetal causes, due to poisoning 
of the woman’s system by toxins generated from 
chorionic villi and the ectoderm of the placenta. 
This poison has been called syncytiolysine. 


Several outstanding hypotheses that eclamp- 
sia is due to physiologic chemical changes in the 
body have been given. Some believe that the con- 
vulsions are due to cerebral anemia caused by 
edema which affects the brain as well as other 
bodily tissues. 

Some process causes the smaller blood ves- 
sels to become permeable to fluids, allowing edema 
to develop. 


Again others believe that hypoglycemia is an 
important factor in producing eclampsia, while 
others on the opposite side believe that hyper- 
and not hypoglycemia is the causative factor. 
However, no subject is more intriguing in research 
work than the study of toxemia in later preg- 
nancy. Medical men have searched fruitlessly and 
still are searching fruitlessly for a definite answer 
to this question—to what is the toxemia present 
due? In my small sphere I have contacted pos- 
sibly a dozen of these cases, and I am impressed 
with the fact that I have found routinely an 
osteopathic joint lesion in exactly the same loca- 
tion in every case. I believe that eclampsia and 
allied toxemias of pregnancy can be traced to 
physiologic-chemical imbalance having at its very 
root a mechanical cause which is nothing more 
nor less than osteopathic joint lesions. Pregnancy 
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serves to aggravate this imbalance (because of 
the extra strain on the organism) until convul- 
sions are the final result. But correction of the 
lesion will remedy this imbalance and I have 
proven this in my own practice many times. 


Usually, eclamptic convulsions are preceded 
by warning symptoms such as edema, severe and 
persistent headaches, disturbances of vision such 
as flashes or spots before the eyes, dimness, and 
epigastric pains. Other premonitory symptoms 
are nervous irritability, muscular twitchings, rest- 
lessness and sleeplessness. One of my patients 
also had severe, intolerable itching without any 
signs of a rash being present. 


An eclamptic convulsion most nearly re- 
sembles an epileptic attack. The onset is abrupt, 
usually initiated by a sharp cry from the patient, 
followed by clonic, convulsive jerking of the 
muscles of the extremities and face, grinding of 
the teeth, and the appearance of froth, often 
bloody, on the lips. If the tongue is not protected, 
it will become badly lacerated. The eyes are star- 
ing and fixed, usually with dilated pupils. The 
face is flushed and edematous. The clonus may 
last 30 to 60 minutes followed by tonic rigidity 
for a shorter period. The breathing which was 
shallow or absent now becomes deep and very 
noisy. Urine and feces pass involuntarily. A coma 
usually develops which lasts several hours. The 
systolic blood pressure usually rises 10 to 30 mm. 
with a corresponding, though much slower, rise 
in the diastolic pressure. Temperature ordinarily 
rises from 2 to 5 degrees, although it may go to 
105 F. The increase in temperature is due to a 
disturbed thermal center and not to infection. In 
favorable cases, no more convulsions occur. In 
less favorable cases they may return at once or 
after hours, days, or even weeks. 


As the convulsions proceed they become more 
severe, often with shorter intervals between them, 
more marked cyanosis, rapid pulse, and deepening 
coma and death. The average number of convul- 
sions in fatal cases may be between ten and 
twenty, although death may follow one convul- 
sion. 


The convulsions may occur in pregnancy, at 
labor, or in the puerperium. The usual time is 
the later months of pregnancy. More than one- 
half occur at this time, about one-fourth in labor 
and one-fifth in the puerperium. Often the mus- 
cular irritability accompanying eclampsia pro- 
duces uterine contractions which deliver the 
fetus. Eclampsia during labor hastens delivery 
due to the same reason. 


Convulsions during pregnancy may be caused 
by conditions other than eclampsia, such as epi- 
lepsy, uremia, apoplexy, hysteria, etc. But a care- 
ful history taking, close observation of the at- 
tacks, and urine and blood analysis will make the 
decision. 


Maternal mortality in eclampsia is 10.3 per 
cent for prepartum, 0 per cent for intrapartum, 
and 8.7 per cent for postpartum eclampsia. But 
these percentages do vary greatly according to 
mode of treatment. Under osteopathic care these 
percentages are at a minimum. Death in con- 
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vulsions may be due to cardiac failure, pulmonary 
edema, and cerebral vascular injury. 


The infant death rate ranges from 20 to 40 
per cent. Many fetuses die before delivery, 
others from pre-maturity, toxemia, injuries at 
birth and also drugs used to control the mother’s 
convulsions. 


Pathology in eclampsia occurs in the liver, 
kidneys, brain, lungs and heart. This pathology 
consists for the most part of arterial thrombosis 
with anemic and hemorrhagic necrosis and edema. 
Oftentimes the pathology in the kidneys is similar 
to acute nephritis with edema of the tubules and 
parenchymal degeneration. 


TREATMENT 


Eclamptic convulsions are an emergency 
which requires immediate treatment. It is abso- 
lutely necessary to control the convulsions 
whether they occur before, during, or after labor. 
The radical treatment looks forward to the imme- 
diate termination of labor while the conservative 
method deals with control of convulsion, and de- 
livery of the patient is not forced. 


The conservative or “middle line’ method has 
been used mostly in this country in recent years 
although abdominal cesarean section has been 
done in selected cases. 


The treatment of eclampsia which I have 
found best may be listed under four headings: 


1. Control of convulsions. 


2. Relief of hypertension and other symp- 
toms of the toxemia. 


3. Termination of pregnancy. 
4. Postpartum care. 


Called to see a patient suffering with convul- 
sions, the first thing I should do (after my diag- 
nosis is made), is to give one-quarter grain of 
morphine in 2 cc. of 25 per cent magnesium sul- 
phate solution intramuscularly. The magnesium 
sulphate has a tendency to reduce acidosis and 
toxemia. Then, if the diastolic pressure is more 
than 120 mm. or there is cyanosis, I should with- 
draw 300 to 500 cc. of blood by venesection. 
Usually venesection temporarily lowers the blood 
pressure, relieves congestion in cerebral and 
glomerular vessels, and indirectly increases the 
output of urine. Next, I should treat the patient 
osteopathically in the region between the seventh 
and eleventh thoracic vertebrae where I have 
always found trouble. If this is impossible, due to 
convulsive movements of the patient, another in- 
tramuscular injection of morphine and magnesium 
sulphate may be given. But the thoracic region 
must have attention as soon as possible and move- 
ment secured in each segment in that region. At 
all times the patient’s tongue must be protected 
with a padded mouth gag or a clothespin. 


After the region between the seventh and 
eleventh thoracic vertebrae has been cared for, 
up to 500 cc. of a 20 per cent solution of dextrose 
may be injected intravenously. This will assist the 
patient in that it acts as a diuretic, spares the 
liver cells, and reduces acidosis, and cerebral and 
general edema. 


When the convulsions are coutrolled, subse- 
quent treatment depends on several things. When 


— 


Journal A.O.A. 
August, 1936 


the convulsions cease, there may be improvement 
in other symptoms, and convulsions may not re- 
cur, especially if osteopathic manipulative treat- 
ment is given every 2 to 4 hours with special 
attention to the seventh to eleventh thoracic 
vertebrae. 

If, under these circumstances, the fetus is 
below the period of viability, it may be carried to 
term without inducing labor. But if unfavorable 
symptoms again recur, such as a rise in blood 
pressure, increased albuminuria, etc., it is best to 
induce labor. Labor should be induced and termi- 
nated by means of the method used most prac- 
tically by the attendant. Usually the rupture of 
the amniotic membranes and the use of a No. 5 
Voorhees bag will accomplish what is desired. 

Fortunately most cases of eclampsia occur 
near or at term. If the convulsions do not initiate 
labor, it may often be brought on by the introduc- 
tion of 2 ounces of castor oil into the stomach 
through a stomach tube, at this time. When labor 
is not begun in 24 to 48 hours, the dose may be 
repeated and if this fails a Voorhees bag may be 
used. One should not forcibly dilate or trauma- 
tize the cervix as the attendant shock is undesir- 
able. The second stage may be hastened as much 
as possible by the use of forceps or by version. 

Some authorities advise immediate cesarean 
section, especially if the fetus is alive and if there 
is a marked disproportion between the size of the 
fetus and the birth canal. 

When the primary convulsion occurs in the 
course of labor, the conduct of labor is the same 
as in prepartum eclampsia. Unless there is a dis- 
proportion between size of fetus and birth canal, 
or rarely, a firm, undilated cervix indicating the 
advisability of cesarean section, the patient is 
given sodium amytol, 6 to 9 grains, intravenously 
if necessary, and delivery is attained as described 
before. Usually the convulsions cease and do not 
return after delivery is accomplished. 


The occurrence of postpartum eclampsia is 
one of the strongest arguments against radical 
treatment, for it proves that emptying the uterus 
does not always stop the convulsions. Any case of 
severe preeclamptic toxemia is a potential case of 
eclampsia for 24 to 48 hours after delivery and 
the patient should have constant osteopathic care 
and observation for at least 2 to 3 days. 


After delivery, the eclamptic patient should 
have a diet low in protein, and fluids should be 
given profusely. Salt should be added to the diet 
only when edema has entirely disappeared. The 
output of urine should be measured, for the possi- 
bility of anuria should be kept in mind. 

Readings of blood pressure and output of 
urine are recorded daily. The patient should be 
kept in bed until the blood pressure (systolic) 
reaches 140 mm. or until the albumin is reduced 
to two plus. When the blood pressure is not nor- 
mal in 2 weeks or there is still two plus albumin, 
chronic nephritis is usually the trouble. The pa- 
tient should have a “follow up” examination for 
one year postpartum. Another pregnancy may 
cause an acute “flare up’’ of the existing nephritis" 
and cause the preeclamptic toxemia leading to 
eclampsia in subsequent pregnancies. 
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Conditions of the Shoulder 


CARTER HARRISON DOWNING, M.D., D.O. 
San Francisco, Calif. 


The shoulder-joint is a free ball-and-socket 
articulation controlled and retained in position 
almost entirely by muscles and atmospheric pres- 
sure. Laxity of the articular capsule and other 
supporting ligaments is notable. The joint is pro- 
tected above by the acromion and coracoid pro- 
cesses and the coracoclavicular ligament. 


The ligaments of the shoulder-joint are the 
articular capsule, the labrum glenoidale, the 
transverse humeral, the glenohumeral and the 
coracohumeral. The capsular ligament completely 
encircles the joint which encloses the glenoid 
cavity and the anatomical neck of the humerus. 
Normally this ligament allows extraordinary free- 
dom of movement. The capsule has two open- 
ings: one for the long tendon of the biceps brachii 
and one communicating with a bursa beneath the 
subscapularis tendon. Occasionally a third open- 
ing exists between the joint and bursal sac un- 
derlying the tendon of the infraspinatus muscle. 


The capsule is reinforced above by the cora- 
cohumeral and the superior glenohumeral liga- 
ments and the supraspinatus muscle. The middle 
glenohumeral band and the subscapularis muscle 
strengthen the capsule in front. Additional sup- 
port is given below by the inferior glenohumeral 
band and the long head of the triceps muscle. 
The tendons of the infraspinatus and teres minor 
muscles reinforce the capsule behind. 


Synovial membrane lines the glenoid liga- 
ment and is reflected over the capsule to give 
rise to a long tubular sheath which envelopes 
the biceps tendon. This sheath continues along 
the tendon into the intertubercular groove as far 
as the surgical neck of the humerus. The trans- 
verse humeral ligament converts this groove into 
a canal. The labrum glenoidale is a fibrocar- 
tilaginous rim which deepens the glenoid cavity. 


The muscular bellies of the subscapularis 
(anteriorly) the infraspinatus and the teres ma- 
jor (inferiorly) constitute the muscular support 
which gives the shoulder much of its stability. 
Loss of muscle tone, resulting from paralysis, 
atrophy or injury, allows the arm to become a 
dead weight which causes the humerus to sag 
and thereby produce a definite depression be- 
neath the acromion process. 


Luxations of this joint are frequent owing 
to its exposed situation, free mobility, and ana- 
tomical construction. For purposes of con- 
venience, luxations of this articulation are divided 
into two gross types—anterior and posterior. An 
anterior dislocation is one in which the head of 
the humerus is either on or anterior to the long 
head of the triceps muscle at the lower edge of 
the glenoid fossa—this is the more common of 
the two. The other type includes all posterior 
displacements of the head of the humerus. In 
addition to these, there are two rare luxations 


*Delivered before the convention of the Eastern Osteopathic 
Association at New York City on March 29, 1936. 
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known respectively as supracoracoid and luxatio 
erecta. 


Construction of the shoulder joint gives it 
the full range of movements: flexion and exten- 
sion, adduction and abduction, circumduction and 
rotation. The axis of motion in flexion and ex- 
tension is oblique, and passes through the head 
and neck of the humerus and the center of the 
glenoid fossa. The head of the humerus re- 
volves upon the center of the fossa and allows 
swinging of the arm—forward in flexion and back- 
ward in extension. 


In adduction and abduction the humerus 
rolls up and down on the glenoid fossa. In cir- 
cumduction the humerus describes a cone whose 
apex is represented by the shoulder-joint and 
base by the circular motion of the distal ex- 
tremity. Rotation occurs around a vertical axis 
passing from the center of the head to the inner 
condyle of the humerus. Forward rotation rolls 
the head of the bone backward in the socket 
as the greater tuberosity and shaft turn forward. 
In backward rotation the head of the bone slides 
forward as the tuberosity and shaft turn back- 
ward and outward. 


The shoulder is supplied with two sets of 
muscles: one connects the shoulder girdle with 
the trunk and the other connects the humerus 
with the shoulder girdle. The latissimus dorsi, 
posterior fibers of deltoid, teres major, teres 
minor, and lower fibers of the infraspinatus act 
as extensors. The anterior fibers of deltoid, the 
clavicular fibers of the pectoralis major, coraco- 
brachialis, short head of biceps, and upper fibers 
of subscapularis serve as flexors. Abductors are 
the deltoid, supraspinatus and long head of the 
biceps: adductors are the pectoralis major, latis- 
simus dorsi, subscapularis, infraspinatus, teres 
major, teres minor, coracobrachialis, short head 
of biceps and lower head of triceps. The medial 
rotators are the pectoralis major, latissimus dorsi, 
teres major, subscapularis and anterior fibers of 
the deltoid. The lateral rotators are the posterior 
fibers of the deltoid, the infraspinatus and teres 
minor. Acting consecutively these groups pro- 
duce circumduction. 

BURSITIS 


There are many bursae in the vicinity of the 
shoulder-joint. Besides the subdeltoid or suba- 
cromion bursa, there is one between the subscap- 
ularis and the capsule of the joint which has 
constant communication with the cavity of the 
joint; a bursa between the capsule and the ten- 
don of the infraspinatus occasionally communi- 
cates with the joint. Another lies between the 
long head of the triceps brachii and the teres 
major and yet another between the teres muscle 
and the bone. Any of these may become in- 
flamed and distended with fluid as the result of 
strain or direct injury. Rarely inflammation is 
tuberculous. 

Of all shoulder bursae the subacromial bursa 
is the most exposed and accordingly the most sus- 
ceptible to injury. It is located between the 
muscles on the superior aspect of the shoulder- 
joint and the deltoid muscle. It is prolonged un- 
der the acromion process, but remains outside 


of the capsule and has no communication with it. company, Philadelphia, 1932.0 
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When the arm is abducted the entire bursa be- 
comes subacromial; when adducted it becomes 
largely subdeltoidal. 


Bursitis may be characterized by an inflam- 
matory effusion which distends the capsule and 
tends to escape at the weakest point. Codman 
describes three types of bursitis: the acute or 
spasmodic is characterized by local tenderness 
immediately below the acromion process and out- 
side the bicipital groove. Approximately ten de- 
grees of abduction are possible without moving 
the scapula—after which the scapula is spas- 
modically locked and moves with the humerus. 
Pain is present along the outer side of the arm 
and around the insertion of the deltoid, and the 
patient may be unable to abduct the arm 
voluntarily. In subacute or adherent bursitis, ad- 
hesions produce a definite mechanical interfer- 
ence, especially to abduction and external rota- 
tion. Pain is localized much the same as in the 
acute type. However, the tender point under the 
acromion and at the base of the bursa does not 
disappear when the arm is abducted. The third 
type is chronic nonadherent, with thickening and 
roughening of bursae. If local tenderness be 
present, Dawbarn’s sign; can be elicited. When 
irritation is mild the patient may complain only 
of a painful “catch” at that point in abduction 
where the subdeltoid bursa actively shifts or slips 
into the subacromial position, and again, when 
the bursa reverses its motion on recovery of ab- 
duction. 


During the acute stage, a strap support to 
take the weight-load of the arm off the shoulder 
is generally advisable. The arm may be kept 
abducted in a splint to allow for relaxation of 
the deltoid and to prevent the base of the bursa 
from coming in contact with the acromion. 
Chronic adhesions should be broken up by pas- 
sive movements and followed immediately by ap- 
plication of cold compresses or ice-pack; thermal 
methods, such as diathermy or radiant heat, are 
valuable later on. 


Under gas anesthesia, adhesions are best 
broken up in the following manner: Flex the 
forearm on the affected side to a right angle 
with the upper arm; grasp the patient’s wrist 
firmly with one hand and cup the palm of your 
other hand over the point of his elbow; elevate 
the shoulder girdle by forcing the point of the 
elbow upward. Strongly supinate and pronate 
the forearm, the while maintaining the shoulder 
elevation. The long axes of the humerus should 
be shifted to varying angles in relation to the 
glenoid cavity. At these various angles sharply 
supinate and pronate the forearm on a short axis 
—with the elbow fixed. This serves as a powerful 
leverage for rotating the humerus in two direc- 
tions on its long axis. Gradually abduct the arm 
until it aligns with the level of the shoulder. This 
is the most favorable position for breaking up 
.most adhesions. 


+Dawbarn’s sign: In acute subacromial bursitis, when the 
arm hangs by the side, palpation over the bursa causes pain, 
but when the arm is abducted this pain disappears.—W. A. New- 
16, W. B. Saunders 
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Muscles closely applying to the shoulder 
joint are arranged so concentrically that all re- 
spond to about the same technic. Adhesions of 
muscle tendons as well as those of the muscles 
themselves break down under the force applied. 
The short rotary motion described has an action 
not unlike a windlass and, inasmuch as movement 
is on a short arc, the possibility of injury is 
minimized. 

DERANGEMENT OF BICEPS TENDON 


The long tendon of the biceps muscle is lodged 
in the bicipital groove between the two tubero- 
sities of the humerus. It passes over the head 
of the humerus and under the coracoacromial 
ligament and, at the upper part of the glenoid 
fossa, is prolonged into the glenoid ligament which 
bifurcates to send fibers right and left into the 
labrum glenoidale. The tendon is covered with 
a synovial sheath which passes with it through 
the opening in the capsule and continues a short 
distance along the bicipital groove. It is held in 
the groove by the transverse humeral ligament— 
a fibrous expansion from the pectoralis major 
tendon. The tendon of the long head of the biceps 
usually escapes injury, but when rupture does 
occur, the tendon retracts and becomes united 
with the bone. Normally, it steadies the head of 
the humerus in movements of the upper arm. 


Exposure, trauma, or infection is apt to set 
up inflammation of the synovial membrane cov- 
ering the tendon. The tendon itself is subject 
to minor derangements, the precise nature of 
which remains obscure. Certain combinations of 
movements that include violent rotation of the 
humerus on its long axis and circumduction of 
the upper arm promote strain of the ligament in 
the groove. When an inflammatory process or 
adhesions have more or less fixed the tendon in 
defiexed position, it appears that a minor lateral 
slip occasionally occurs. 


Localized pain and tenderness are noted at 
the point where the tendon passes under the 
transverse humeral ligament. Pronation and 
supination usually aggravate such pain—partic- 
ularly when circumduction is added. There is 
palpable evidence of decreased motion of the ten- 
don in the groove. 


Reduction is simple. With the patient supine, 
place your knee—to act as a fulcrum—under the 
humerus and close to the shoulder joint. Fix 
the tendon between the finger and thumb. Ab- 
duct the upper arm to a right angle with the 
torso, and the forearm to a right angle with the 
upper arm; then, interlock your fingers with 
those of the patient and strongly supinate his 
forearm. (This causes the humerus to rotate so 
the groove moves forward, inward, and slightly 
downward.) At this point gradually extend the 
forearm, but before complete extension is at- 
tained, sharply reverse the arc of motion by 
bringing the forearm into strong pronation. Per- 
mit no slacking of traction-extension. (This 


forces the groove suddenly backward, outward 
and upward.) During the entire procedure, hold 
the tendon firmly in order to keep its position 
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as nearly stationary as possible. This sequence 
of movement disengages the catch and forces the 
tendon deeply into the groove. 


ETIOLOGY OF BRACHIAL NEURITIS 


The cause of neuritis may be mechanical or 
traumatic; circulatory or inflammatory; bacterial 
or alkaloidal in nature. Metallic or other poison- 
ing, exposure to cold, toxemia or infection may 
result in an ischemia, deficient oxygenation and 
nutrition of nerves involved followed by neuritis. 
Vasomotor phenomena of diseased arteries are 
often responsible for neuritic symptoms of which 
elderly patients complain. 


A true neuralgia may have hyperemia of 
nerves for its basis. If followed by a morbid 
process involving nerve sheaths and connective 
tissue, a true interstitial neuritis is set up. Degen- 
erative changes confined to nerve fibers give rise 
to parenchymatous neuritis. Diffuse neuritis is 
a combination of these two—and evidences both 
inflammatory and degenerative changes. 


Numerous painful and semiparalytic condi- 
tions involving the shoulder girdle and arm come 
under the classification of brachial neuritis. Dis- 
tribution of pain is variable. In some instances 
pain originates in the area of the costotransverse 
articulation of the first and second ribs and 
radiates upward toward the neck, or outward 
toward the shoulder; again it extends from the 
medial end of the clavicle, follows laterally along 
the clavicle or first rib and goes deeply into the 
shoulders; at times it runs along the long axis 
of the upper thoracic ribs, goes deeply under the 
scapula and into the axillary space, or, it may 
course along the spine of the scapula. 


Pain in the upper brachium is usually asso- 
ciated with incapacity of the shoulder-joint; ab- 
duction and rotation of the arm are much in- 
hibited. Pain may be refiected to various parts 
of the arm and even extend to the fingers. Ten- 
derness and pain are generally most severe along 
the nerve trunks. Trophic and vasomotor dis- 
turbances are frequently encountered and lame- 
ness, soreness or stiffness of muscles are com- 
mon. Actual alterations in sensory, motor, 
reflex, and trophic functions of nerves depend 
upon the character of the inciting morbid proc- 
ess. 


Causal factors include vertebral joint lesions 
of the cervical and thoracic spine, as far down 
as the eighth and sometimes the ninth thoracic. 
Rib lesions are a common cause. The presence 
of a cervical rib should always be regarded with 
suspicion and maladjustment between clavicle 
and scapula should never be overlooked. Muscle 
spasm or facial stress which alters tension and 
pressure of nerve trunks disturbs nutrition of 
axonic processes. 


Peckham, Shain, Downing, and Berk at- 
tempted to establish a common tissue factor 
whereby vertebral, costal, clavicular and scap- 
ular lesions—which cover a relatively wide me- 
chanical distribution—can produce or contribute 
to the same effect. With special reference to 
pressure or tension, they studied the normal me- 
chanics of the brachial plexus, from the vertebral 
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foramina to the middle of the brachium, and 
placed special emphasis on fasciae involved. 


Peckham reported a demonstrable “semi- 
tense bridge of fascia attached to the outer mar- 
gin of the first two ribs” following backward and 
around from ribs to scapula and across to the 
coracoid process; proceeding from there upward 
and along the clavicle and returning again to the 
first rib. Without going into detailed descrip- 
tion, the significance of this complicated “semi- 
bridge” composed of a triangular membrane and 
fibrous bands is reasonably evident. Nearly all 
of the nerves of the brachial plexus pierce the 
fascia in question—some of them twice—and if 
its tension were to be increased above normal, 
the intensification would reflect in nerve irritabil- 
ity. If tension continued, pressure might be 
sufficient for normal stimuli received at the re- 
ceptor end to register in the sensorium as the 
equivalent of pain. 


In view of the findings of exhaustive re- 
search—which have proved conclusively the far- 
reaching effects of seemingly minor structural 
and physiological mechanics—it becomes ap- 
parent that the practitioner must exercise his 
keenest perception if he is to recognize and over- 
come the subtle obstacles in the path of osteo- 
pathic correction. 


DISTURBED MUSCLE RELATIONS 


The deltoid muscle arises from the spine, the 
acromial process of the scapula, and the outer 
third of the clavicle, and inserts into the deltoid 
tubercle of the humerus. By careful dissection 
Peckham found a distinct physical separation 
between the muscle fibers arising from the 
clavicle and those arising from the adjacent 
acromial process, but no functional difference 
under normal conditions, as the close arrange- 
ment of the two groups permits them to act as 
one. This interfused action is disrupted by lesions 
which alter the actual distance between origin 
and insertion of one portion of the muscle while 
the portion immediately adjacent remains in 
statu quo. In other words, any lesion which 
creates a deviation between the two parts re- 
sults in strain or tearing of the interlacing fibers 
when strong voluntary contraction is initiated. 
An acute inflammatory process is brought about 
and, in many instances, the muscle refuses to 
contract. This musculoneuritic condition is not 
to be confused with a subdeltoid bursitis. 


The narrow, elongated teres minor rises from 
the dorsal surface of the axillary border of the 
scapula. The triangular infraspinatus occupies 
the infraspinatus fossa; the supraspinatus, the 
supraspinatus fossa. All three insert into the 
greater tubercle of the humerus and bear a close 
anatomical relation. Contractural disturbances 
embarras medial rotation of the arm chiefly, 
and referred pain is particularly expressed in the 
axillary and suprascapular nerves. 


The latissimus dorsi arises from the iliac 
crest, the aponeurosis of the lumbar and the 
lower half of the thoracic region. It attaches to 
the border of the intertubercular (bicipital) 
groove. Shoulder symptoms encountered to- 
gether with sacroiliac strain are set up by re- 
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ferred mechanical stress of this muscle. Con- 
tractured, it may give rise to pain in areas 
innervated by the thoracodorsal and median 
nerves. 


The teres major arises from the inferior 
angle of the scapula and inserts into the lesser 
tubercle of the humerus. Fiber bundles spiral up- 
ward and the muscle undergoes torsion on its 
own axis. Contractures of this muscle may refer 
pain to the axillary (O. T. circumflex) nerve or 
any of its branches. 


The subscapularis takes origin from the cos- 
tal surface of the scapula and inserts into the 
lesser tubercle of the humerus. It is in close 
anatomical relation to the brachial plexus and 
the axillary nerve. Pain deep in the posterior 
axillary fossa suggests involvement of the sub- 
scapularis. 


The trapezius takes origin from the external 
occipital protuberance, the ligamentum nuchae, 
and the spinous processes of the seventh cervical 
and all thoracic vertebrae. Its attachments are 
wide-spread, tracing to the lateral third of the 
clavicle, the acromion, and the spine of the 
scapula. Any intrinsic disturbance in its muscle 
mechanics can affect acromioclavicular relations. 


The rhomboideus major arises from the sec- 
ond to the fifth thoracic vertebrae and the supra- 
spinal ligament. The minor arises from the liga- 
mentum nuchae and from the spinous processes 
of the seventh cervical and first thoracic verte- 
brae; both attach by a thin membrane to the 
vertebral border of the scapula. When con- 
tracted, they give rise to interscapular pain which 
penetrates deeply into the intercostal and scapular 
structures. 


The levator scapulae arises from the trans- 
verse processes of the atlas and axis and from 
the posterior tubercles of the transverse proc- 
esses of the third and fourth cervical vertebrae 
and inserts into the vertebral border of the 
scapula. When involved, there is usually deep 
tenderness near the sites of its attachments and 
this sensitiveness may extend outward and along 
the upper posterior aspect of the shoulder. This 
muscle lifts and rotates the upper two ribs and, 
in chronic contraction, causes pressure disturb- 
ance of the brachial plexus. 


The serratus anterior arises by digitations 
from the upper nine ribs, passes beneath the blade 
of the scapula and inserts into the ventral sur- 
face of the vertebral border of the scapula. Hyper- 
tonus of the proximal slips of the serratus may 
effectively alter the position of the upper ribs 
through costal pull; effects may be noted in both 
the intercostal and brachial nerves. 


The subclavius arises from the first rib, 
passes between the clavicle and the first rib, to 
insert into the groove under the clavicle and 
between the costoclavicular and conoid liga- 
ments. When contracted, it maintains a fixed 
approximation of the first rib and clavicle and 
not infrequently causes great disturbance of the 
brachial plexus. 


The pectoralis minor arises from the upper 
margins and outer surface of the third, fourth 
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and fifth ribs and inserts into the coracoid proc- 
ess of the scapula. When contracted, it tends 
to pull the scapula forward and crowd or jam 
the acromioclavicular articulation and to refer 
disturbance to the musculocutanous nerve. 


The pectoralis major arises from the sternal 
region of the clavicle and the upper seven ribs, and 
is inserted into the crest of the greater tubercle of 
the humerus. When shortened or contractured, it 
produces a winged scapula, or round shoulder. 


THE CLAVICLE 


An excellent analysis, by Peckham, of the 
physiologic functions of the clavicle appeared in 
THE JOURNAL OF THE A.O.A. June, 1927, which 
reads in part: “The clavicle holds the scapula 
away from the thoracic wall anteriorly, although 
the undersurface of the scapula rests upon the 
rounded contour of the thoracic wall. The brachial 
trunks pass to the axilla underneath the middle 
third of the clavicle. .. . All — of movement 
of the arm, shoulder, and scapula were produced 
with relatively small change in the total size, or 
the shape of this interval through which the 
trunks pass. . . . This remarkable phenomenon 
because of the multi-functioning 

avicle.” 


The sternal articulation is so nearly a ball- 
and-socket joint that it would permit movement 
of the clavicle in all directions—including some 
rotation around its long axis—were it not con- 
trolled by limiting mechanics of the shoulder 
girdle. As it is, the clavicle moves extensively in 
a vertical plane and to a lesser degree in a hori- 
zontal plane; rotation is limited, but slight move- 
ment can be noted with circumduction of the 
arm. Sharp rotation, with the axis of the arm 
parallel to the long axis of the clavicle, affords 
= maximum of rotation at the sternal articu- 
ation. 


Since the controlling mechanism is the sternal 
articulation and the scapula is purely accommoda- 
tive to its shifts of position, relatively no change 
in relationship takes place with change from one 
functional plane to another unless the acromio- 
clavicular joint is in maladjustment and partially 
immobilized. That is, the multi-functioning of the 
clavicle is matched by the multi-accommodative- 
ness of the scapula—thus keeping their relation 
comparatively constant throughout varying 
movements. 


Lesions of the clavicle, as a whole, are just 
as important as lesions of the medial and lateral 
ends. The clavicle is attached to the first and 
second ribs by two dense layers of fibrous tissue 
which derive from the deep cervical fascia. Be- 
cause of this connection, any displacement of 
these ribs alters the position of the clavicle in 
direct ratio to the extent of dislocation. The 
semiflexible cartilage connecting the first rib to 
the manubrium sterni permits considerable vari- 
ation in the relation of the anterior end of the 
first rib and manubrium and, in like manner, the 
manubrium may be affected by the second rib. 
Obviously, secondary displacements of the manu- 
brium would have some bearing upon the state 
under which the clavicle must work. 
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Since protection of the brachial trunks is 
dependent upon the clavicle and the clavicle, in 
its turn, dependent upon the condition of its 
medial-end structures, it is self-evident that the 
protective factor is achieved through attaining 
normal functioning of structures at the medial 
end of the clavicle. 


THE DEPRESSED CLAVICLE 


The clavicle sometimes becomes slightly de- 
pressed and restricted in mobility by the pull of 
tensed ligaments and muscles, and this condition 
may disturb the branches of the superficial cervi- 
cal plexus which pass over the clavicle. The 
subclavian artery is beneath the clavicle and the 
vein and cords of the brachial plexus rest on the 
first rib. Near the sternal end of the clavicle are 
the innominate, the left carotid artery, the vagus, 
and recurrent nerves, as well as the large venous 
trunks. Because of its close proximity with these 
important structures, any affliction of the clavicle 
may induce impairment of both circulatory and 
lymphatic movements. Constriction of the tho- 
racic inlet may partially block the lymph ducts 
and anterior jugular vein—in which case, all these 
associated structures, and also the thyroid, may 
be afflicted through venous retardation. 


Treatment is designed to increase the mo- 
bility both of the sternoclavicular and the acromi- 
oclavicular articulation; in short, to free the 
— as a whole. A suitable method is as fol- 
ows: 


Patient supine. Flex the forearm to a right 
angle with the upper arm and, while holding the 
upper arm close to the body, bring upward pres- 
sure against the point of the elbow. (This raises 
the shoulder girdle and affords an opportunity 
to obtain a fulcrum behind the outer portion of 
the middle third of the collar bone by sinking 
the fingers behind it at this point.) Bring the 
point of the elbow across the chest to the mid- 
line, the while maintaining elevation of the 
shoulder girdle and the fulcrum behind the 
clavicle. Next, elevate the point of the elbow to 
a level with the top of the shoulder and lift or 
pry up the clavicle with the fingers. From this 
position sweep the point of the elbow directly 
lateralward, so the upper arm is at right angles 
to the torso and in a position of abduction. Ex- 
aggerate leverage by bringing added pressure 
against the fulcrum and, at the same time, induce 
forward rotation of the humerus on its long axis 
so that the forearm of the patient points down- 
ward. (This movement carries the humerus into 
a position where its long axis nearly conforms 
to the long axis of the clavicle and further forces 
the clavicle forward and outward.) The point 
of the fulcrum can be shifted inward, outward, 
medialward or lateralward to favor whichever 
end of the clavicle requires the greatest amount 
of leverage. 


MALADJUSTMENT LOCK OF THE ACROMIOCLAVICULAR 
ARTICULATION 


The outer portion of the clavicle has two 
points of attachment to the scapula: its extreme 
end fastens to the inner margin of the acromion 
to form the acromioclavicular joint; more 
medially it is attached to the coracoid process by 
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the coracoclavicular ligament. The acromio- 
clavicular joint is surrounded by a capsular liga- 
ment which usually contains an intraarticular 
fibrocartilage. The articular surfaces are smooth 
and oval; their long axes are anteroposterior. 
The upper edge of the end of the clavicle is on a 
slightly higher lever than the upper surface of 
the acromion. The coracoclavicular ligament 
consists of two parts—the conoid, which is pos- 
tero-internal; and the trapezoid, which is antero- 
external. 


In movements of the shoulder girdle, the 
scapula moves beneath the outer end of the clav- 
icle; the clavicle, in turn, moves upon the sternum, 
so the entire scapula describes an arc of which 
the pivotal point is the clavicular joint and the 
radius the clavicle. The acromioclavicular joint 
allows the scapula to move forward and back- 
ward, upward and downward upon the thorax 
and in a rotary direction upon an axis drawn at 
right angles to the center of the bone. The 
glenoid cavity maintains its obliquely forward 
direction. By means of its articulation with the 
clavicle, the scapula can be advanced upon the 
thorax while the glenoid cavity is kept facing 
directly outward at all times. As has been men- 


tioned, the clavicle and scapula act in unison 


under normal conditions. 


The most common etiologic factor of stiff 
and painful shoulder is maladjustment lock of the 
acromioclavicular articulation. It is more notably 
identified with brachial neuritis, deltoid myositis. 
and subdeltoid bursitis than any other mechanical 
lesion of the shoulder; in fact, it is the most fre- 
quently found osteopathic lesion of the shoulder 
girdle. It is associated with all manner of trauma, 
but especially with athletic injuries. 


The lesion is a rotary lock-strain of the 
clavicle, although there may be slight upward, out- 
ward, anterior or posterior displacement. Peck- 
ham considered that a changed relationship be- 
tween the clavicle and the acromion forces the 
clavicle into a position to which the scapula can- 
not accommodate itself. Furthermore, that the 
factors controlling the position of the clavicle are 
structures at its medial end which are, of them- 
selves, subject to malfunction. No doubt this is 
an accurate conception. 


Diagnosis is not difficult; the presence of 
limited abduction and rotary excursion of the 
shoulder are palpable evidence of lock of the 
acromioclavicular joint. This condition must be 
carefully differentiated from bursitis or neuritis. 
Unusually the extreme tip of the clavicle is ele- 
vated to slightly override and jam the acromion 
process. 


Description of the most effective method 
for reducing this subluxation follows: 


Place thumb and index finger of the proximal 
hand with a firm, deep pressure behind the outer 
tip of the clavicle. (This acts both as a fulcrum 
and a pry.) Grasp patient’s elbow with the distal 
hand, maintaining pressure at the fulcrum with 
the other. Elevate the cupped elbow, sweep it 
across the midline of the chest, carry it vertically 
over the top of the head, then laterally; from 
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this point sharply rotate forward to disengage 
lock and force end of clavicle downward and for- 
ward. Holding the same position, reverse the 
order of movement: elevate the cupped elbow, 
swing posterolaterally, carry above and behind 
the head and from there sharply rotate forward 
across the anterior surface of the chest, and so 
back to the starting point. 


In certain instances an easy position for 
manipulation and palpation of shoulder and 
acromioclavicular articulation is with the oper- 
ator’s knee placed under the axilla to act as a 
fulcrum. This procedure leaves both of the oper- 
ator’s hands free to manipulate as desired. 
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Further Studies in Body Chemistry 
as Related to Osteopathic 


Lesion Fundamentals* 


Haroip I. Macoun, A.B., D.O. 
Denver, Colo. 


At the Wichita A.O.A. convention in 1934 we 
discussed the effect of body chemistry upon.the 
ease with which osteopathic corrections can be 
made and upon the permanency of those correc- 
tions. We tried to show that with a correct body 
chemistry bony lesions are restored very readily 
to normal and the tissue tone is such that the 
lesion stays corrected. We particularly stressed 
the improved treatableness in an individual whose 
body chemistry can be changed from the abnor- 
mal to the normal or from relative acidity to 
normal alkalinity. We urged that an attempt be 
made to effect this change in order to broaden 
the scope of effective and permanent osteopathic 
corrective work. 


This altered body chemistry with its accom- 
panying clinical symptoms we attributed partly 
to foci of infection in the body, but principally to 
abnormal conditions of the gastrointestinal tract. 
We traced the relationship which we had found 
to exist between lesions resisting correction on 
account of spastic musculature and the pH of 
various body fluids. The typical case suffering 
from autointoxication was shown to have usually 
a hypo-acid condition in the stomach, a deficiency 
in the secretion of bile and more or léss stasis 
in the colon whence we felt toxins were absorbed, 
thus explaining the obstinate spasticity and tissue 
intractability which made lesion correction and 
maintenance of correction so difficult. In a con- 
siderable series of cases we thus found a definite 
relationship to exist between this well-recognized 
syndrome and bacterial sensitization of the gas- 
trointestinal tract. We suggested that, regardless 
of the source of the organisms, they eventually 
made their habitat in the bowel. We found, clini- 
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cally that “unloading” this bowel altered the body 
chemistry and vastly changed the picture when 
it came to lesion correction. 


In this connection, we wish to quote from 
a recent statement by George J. Conley': “It is 
in this portion of the small intestine [terminal 
ileum] wherein is found the most numerous as 
well as the most virulent organisms; under the 
changed environmental conditions precipitated by 
concomitant stasis even harmless bacteria may 
become transformed into vicious, virulent ones 
while those that are virulent normally may be- 
come positively wicked. Their toxins are fed 
slowly into the cecum and the offending colon, 
the drinking ground of the system, which allows 
for the maximum absorption and its resultant 
autointoxication.” In other words, it is nothing 
else than the “slop bucket” that Dr. Still used 
to talk about. 


Since the Wichita convention, further work 
has borne out these same conclusions. Numer- 
ous x-ray studies have emphasized the fact that 
the thin-walled cecum possesses the least motive 
power of any part of the colon and that the 
colonic contents usually remain longest in this 
region. In the descending colon the contents are 
hurried through with great rapidity. We wish 
again to stress the often astonishing degree of 
treatableness which becomes rapidly apparent as 
body chemistry is changed by clearing up these 
-cesspools with appropriate diet, colonic irrigation, 
and osteopathic manipulative treatment. 


We have had one big disappointment. While 
results have been encouraging in general con- 
ditions characterized by spastic musculature, we 
feel that we have failed in the opposite condition, 
flaccidity. While not as common, it is a tremend- 
ous hindrance to effective osteopathic work. We 
have yet to find a satisfactory explanation and 
treatment for it. It seems to be more common in 
women. No conscientious osteopathic physician 
likes to treat such a case with the knowledge 
that his corrections of joint lesions will last per- 
haps only as long as it takes his patient to get 
down the stairs from the office. We will welcome 
reports of experiences with this type of case. 


Considering the physiology of muscle, we 
find that there are two different contractile sub- 
stances in each fiber, one of which gives the usual 
quick contraction or twitch and the other of 
which is responsible for the slower contraction 
or tone or contracture. The spastic condition, re- 
ferred to previously, we consider to be a contrac- 
ture or a state of maintained contraction which 
sooner or later passes over into a fibrous replace- 
ment. Howell* states that the underlying cause 
of muscle tone is poorly understood. He says 
further that the tonus is lost when the motor 
nerve is cut. To all intents and purposes, these 
flaccid muscles have lost their irritability or in- 
herent contractility to a great extent. That is, 
a normal muscle presents a tone which we may 
define as the state of continuous shortening or 
contracting depending upon connection with the 
nerve for the reception of continued discharges 
of subminimal nerve impluses which cause chemi- 
cal changes inducing that condition of slight con- 
traction called tonus. 
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The typically flaccid individual, according to 
an opinion which we believe originated with W. A. 
Schwab‘, is the one possessing a marked degree 
of intestinal autointoxication as contrasted with 
the spastic individual, who harbors pyogenic foci 
of infection. To this we cannot agree, since cases 
of the most marked spasticity have shown no 
demonstrable nidus of infection, but have yielded 
to colonic irrigation and diet. 


Gour‘, in his “Therapeutics of Activity,” says 
that the flaccid musculatures are due to lack of 
exercise and will power. This may be true to a 
certain extent, but it does not cover many cases 
of housewives who have plenty of exercise with 
large families to care for. McConnell and Teall® 
differentiate between relaxed, overstretched mus- 
cle resulting secondarily from mechanical strain, 
and the exhausted or debilitated muscle as found 
in neurasthenia and anemia. Now we will agree 
that there is probably a definite factor of anemia 
in these cases, yet it is by no means a constant 
symptom. 


Leftwich® lists a number of rare and unusual 
causes for muscle hypotonia such as amaurotic 
family idiocy, brain hemorrhages, tertiary syph- 
ilis and others quite out of the question in the 
ordinary run of patients. 


Perhaps we must recognize an endocrine 
basis for some, since the adrenal cortex is the 
principal regulator of muscle tone and the cortical 
hormone has much to do with maintaining mus- 
cular metabolism. Yet we have failed to find 
osteopathic joint lesions in the lower splanchnic 
region of the spinal column consistently enough 
to explain such asthenia on the basis of a hypo- 
adrenia, nor has the administration of adrenal 
therapy brought us any marked results in enough 
cases to suggest a panacea. 


There is a possible etiology in the great 
variety of poisons that we people of civilized na- 
tions, and particularly of the United States, wit- 
tingly or unwittingly grant entrance to our bodies. 
Lead or arsenic on fresh or canned fruits or 
vegetables, sulphur dioxide in bleached dried 
fruits, potassium bromate and nitrites in white 
bread, benzoate of soda in preserved foods, am- 
moniated mercury in cosmetics, lead or thallium 
acetate in hair dyes, coal tar derivatives in seda- 
tives, potassium chlorate in toothpaste, strych- 
nine in patent medicines and so on down the list. 
These may be responsible for many deaths, and 
so far as this discussion is concerned, they bring 
about functional weaknesses, general weariness, 
lethargy, loss of health and vigor and other 
obscure symptom complexes that may be quite 
pertinent’. 


Still another angle comes to view when we 
consider the possible role of deficiencies in min- 
erals and vitamins. Irregularities in calcium met- 
abolism, for instance, may be responsible for vari- 
ations in the normal chemical balance that is 
essential for muscular contractility’. Or the effect 
may be indirect, depending upon the fact that 
calcium is indispensable for normal irritability 
of the nerves’ and secondarily muscle tone. We 
might even go so far as to think that there was 
a failure in the nutrition to the motor nerves with 
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a background etiology of avitaminosis, somewhat 
as in beriberi. Animals fed on an autoclaved diet 
soon show degenerative changes and thinning of 
the muscle wall of the bowel, if not of the skel- 
etal muscles. Deason’® describes the action of the 
vitamins as being like that of sunlight on green 
leaves, stimulating living cells to action. The com- 
parison of the wilting of leaves and the wilting 
of muscles, in the absence of this life-giving force, 
does not, we think, call for too great a stretch of 
the imagination. Here again, however, we can 
point to no consistent results in a therapeutic 
way. 

Correspondence with Louisa Burns in the 
effort to arrive at a solution merely served to con- 
firm our fear that we were still far from a correct 
solution. In citing a number of cases from her 
records, where spasticity or flaccidity was a symp- 
tom, she notes that the diet seems to have no 
great influence either way. Her findings are of 
interest: 


One group with abnormally movable verte- 
brae and frequently recurring lesions were on a 
diet rich in all vitamins. Another group with the 
same findings had lacked one or more of the 
vitamin containing foods. A third group on a 
rich vitamin diet exhibited generalized hyper- 
tonicity of the skeletal muscles. This was also 
present in a group living mostly on foods derived 
from grains, with a scarcity of other vitamin con- 
taining foods. 


Dr. Burns specially mentions the “Lincoln 
type” of individual as possessing the abnormally 
relaxed musculature with none of the opposite 
type recorded except in one case of wegerary 
alkalosis. 


, 1936 


She finds both muscular conditions in asso- 
ciation with pyogenic foci and in association with 
amebiases, although the shorter individuals were 
usually spastic as contrasted with the tall, lanky 
hypotonic types. 

Thus, instead of bringing any real contribu- 
tion along this line as we had hoped to do, we 
must confess lack of success to date. If it were 
possible to accomplish as quick a change from 
the putty-like condition which we find to normal 
muscle tone by some therapeutic maneuver as we 
have been able to do in opposite circumstances, 
it would indeed be a boon to our osteopathic work. 
It takes courage to confess ignorance and failure, 
but sometimes it is only thus that we may pro- 
gress. We woud rather do it than keep on failing. 
During the coming year, we hope to make more 
progress on this absorbing problem. How, then, 
may we eliminate the “jelly-fish” muscle so that 
our osteopathic work may be not only effective 
but also lasting? 
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AN ARTICLE BASED ON THE TALKS AND DISCUSSIONS DURING SEVERAL YEARS’ 
MEETINGS OF THE WOMEN’S OSTEOPATHIC CLUB OF LOS ANGELES. 


Diagnosis and treatment of gastritis, peptic 
ulcers, and related diseases rest upon the pathol- 
ogy present in the digestive tract of the patient 
at any given time. Pathological processes may 
become more severe with the passage of time, 
with repeated or continued irritative conditions, 
or with the influence of incorrect methods of 
treatment. They may become less severe as a 
result of the reparative forces of inflammation 
and of connective tissue development; correct 
methods of treatment enable these reparative 
forces to continue unimpeded. The removal of 
irritative factors is, of course, an important fac- 
tor in therapy. 


As the pathological conditions vary, accord- 
ing to these and other less common factors, so 
do the diagnostic findings, and so must the meth- 
ods of treatment vary, if the patient is to make 


*Third of a series of articles on “Osteopathic Treatment 
of Gastrointestinal Diseases,’’ sponsored by the Women’s Osteo- 
pathic Club of Los Angeles. 


the most complete and the most rapid recovery. 

Osteopathic diagnosis must not be limited 
to the determination of the presence or absence 
of peptic ulcer, but must determine also the gas- 
tric and duodenal pathology, the pathogenic rela- 
tions of other viscera, and of those bones and soft 
tissues whose disturbances may cause, prolong, or 
imitate gastric symptoms. 


Gastritis or duodenitis may be considered as 
a first stage or as a complication in peptic ulcer. 
It must be remembered that either acute or 
chronic inflammation provides the circulatory dis- 
turbances, the disturbed muscular reflexes, and 
the superficial erosions which are steps in the 
pathogenesis of peptic ulcer. 

In the cases of acute gastritis due to super- 
ficial irritation, the removal of the irritating sub- 
stances usually has been accomplished spontane- 
ously by vomiting before the osteopathic physi- 
cian has been called. Often warm water should 
be given several times in order to wash the 
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stomach. In serious cases lavage is best secured 
through a small stomach tube. 


The history of the case usually provides a 
tentative diagnosis. Examination of the vomitus 
or the washings from the stomach should com- 
plete or verify the preliminary diagnosis. 


Reflex contractions of the mid-thoracic 
spinal muscles usually occur and this reaction 
may have some value in promoting the first stage 
of recovery. Should they persist after the stom- 
ach is empty and rested, they should be re- 
lieved by manipulation. The relief of such con- 
tractions often eases the nausea and vomiting. 
The mid-thoracic reflexes seem to exert a benefi- 
cent effect for a tew hours. Upper cervical reflex 
muscular contractions do not seem to have any 
recognizable beneficent influence after acute gas- 
tritis. They tend to produce lesions of the upper 
ribs (probably by way of the scaleni and other 
muscles) and to cause various forms of discom- 
fort; these reflexes should be relieved whenever 
they are found, in these cases. 


Tissues usually are rather rigid and edema- 
tous around the solar plexus in any case of gas- 
tritis. Having excluded tumors and acute infec- 
tions, these tissues should be treated gently by 
manipulation, lifting the tissues, making sure that 
the drainage is unobstructed. The patient should 
be placed upon the right side at first. The stom- 
ach and the tissues of the epigastrium may then 
be lifted, edematous fluids drained from the tense 
or rigid areas around the solar plexus, and the 
tension relieved from the left hypogastrium and 
the epigastrium. The patient should then lie upon 
the left side, when the tissues of the right hypo- 
gastrium and the region of the gallbladder can 
be lifted and manipulated gently, so that drain- 
age from this area is facilitated. In the same 
way, the duodenum can be manipulated in such 
a manner as to relieve congestion and to permit 
normal drainage. 


Often definite vertebral lesions seem to have 
etiological importance. In such cases the treat- 
ment is self-evident. The lesion should be cor- 
rected by gentle methods, in order to avoid 
further gastric irritation. Remembering the fre- 
quent and early erosions found in the gastric mu- 
cosae of animals with similar lesions, a bland diet 
wl a considerable period of rest should be ad- 
vised. 


For one or two days after any attack of 
acute gastritis, only fluids should be taken into 
the stomach, and these should be very bland, 
diluted and nonirritative. Individual peculiarities 
may affect the actual fluids to be taken. A diet 
of milk alone, taken in small amounts, perhaps 
half a glassful at half-hour intervals, is suitable 
for many such cases. Diluted fruit juices made 
into gelatin occasionally are gratefully received. 
Broths and meat extracts usually are harmful. 
Soups made from vegetable juices are often ac- 
ceptable. In any case, no fluids should be given 
which cause discomfort, and no solid foods should 
be given until at least two days have passed 
without gastric discomfort. 


Chronic gastritis cannot always be differen- 
tiated from gastric ulcer and from gastric dila- 


tation. These conditions coexist more frequently 
than is commonly recognized. Chronic gastritis 
may be due to vertebral or costal lesions alone; 
more commonly it is due to these together with 
persistent and chronic dietetic perversions. Verte- 
bral lesions usually tend to cause a mild gastric 
discomfort, often mistaken for hunger. The per- 
son so affected eats too much and too frequently; 
he selects foods which are too highly spiced, too 
concentrated, or of too great variety, in the at- 
tempt to relieve the discomfort falsely supposed 
to be hunger. The control of these habits is dif- 
ficult, but it is essential to recovery. The patient 
may be told to select some one article of food 
and to eat nothing else at any given meal. At the 
next meal he may select some other food if he 
wishes to do so. This regime encourages an intel- 
ligent selection of foods. A certain amount of 
supervision is necessary, of course, to prevent 
dietetic absurdities. 


Some degree of gastritis always accompanies 
gastric or duodenal ulcer. Jejunal ulcers after 
gastroenterostomy are, in the very nature of the 
case, associated with inflammation of the stom- 
ach. The rare cases of peptic ulcer in Meckel’s 
diverticulum present serious difficulties in diag- 
nosis. 


Definite ulceration of the stomach or the 
duodenum is suspected when gastric symptoms 
include certain classical factors—pain, vomiting 
and hemorrhage. Severe pain usually is in the 
epigastrium, sometimes radiating to other parts 
of the abdomen; it is always related to hunger or 
to eating. The time relations of this pain may 
indicate, roughly, the site of the ulcer. Pyloro- 
spasm increases the severity of this pain, in both 
gastric and duodenal ulcer. 


Recent studies indicate that the pain of pep- 
tic ulcer is due chiefly to the muscular spasm. 
This may be relieved by the taking of fluids or 
foods, or by the administration of neutralizing 
substances. The mechanism of visceral pain and 
of its relief is not yet understood. 


In cases of ulcerative gastritis, vomiting va- 
ries from severe attacks at frequent intervals to 
mild attacks occurring rarely. Duodenal ulcers 
rarely cause vomiting. Ulcers in the stomach 
near the pylorus usually cause severe and re- 
peated vomiting. 


Vomitus shows hyperchlorhydria and occa- 
sional bloody masses. Fresh blood is bright red; 
blood kept any considerable time in the stomach 
is partly coagulated and digested, becoming 
brownish or blackish, and sometimes resembling 
“coffee grounds.” Ulcers of the duodenum bleed 
into the intestinal tract, but bloody vomitus may 
occur. 


Blood from the stomach or the duodenum 
gives a reaction for occult blood in the stools. 
Such a reaction has value in diagnosis only if 
the patient has not ingested meat, meat products 
or extractives, or substances containing hemoglo- 
bin or hemoglobin derivatives during the three or 
four days preceding the examination. 

Palpation shows rigidity of the right rectus 
muscle and of the spinal muscles at about the fifth 
thoracic and the upper cervical segments. Edema- 
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tous areas, adhesions, and hyperplastic muscles 
are palpable around the stomach and the solar 
plexus, in nearly all peptic ulcers, and these 
findings increase with increasing chronicity of 
the inflammation. 

Analysis of the gastric juice is helpful in 
diagnosis. The degree of hyperchlorhydria de- 
pends upon several factors discussed in a previous 
paper prepared by this organization. Mucus, pus, 
blood, and fragments of tissue from the ulcers 
may be found in fasting gastric juice. 


Perhaps the most useful diagnostic factor, 
after palpation, is the careful fluoroscopic study 
of gastric activities and of carefully selected 
x-ray plates. Information thus secured is of great 
value in locating the site and the severity of the 
injury. 

The Rehfuss, or the firmer Lavin tube, is 
more easily and safely passed during fluoroscopic 
examination by manipulation of the abdomen in 
such a way that the tip of the tube is guided 
toward the pylorus. 


TREATMENT 


Treatment of peptic ulcer depends in part 
upon the etiology and in part upon the pathology 
present at the time the patient submits himself 
for examination. 


The history usually suggests that a period of 
acute inflammation first appeared, to be followed 
by a variable period during which chronic inflam- 
mation, or repeated attacks of acute inflamma- 
tion, were associated with erosions and, finally, 
ulceration of the mucous membranes. Even in 
those cases in which trauma seems to have 
caused sudden ulceration, indications often can 
be found, on careful study of the history, that 
chronic inflammation or repeated attacks of 
acute inflammation preceded the trauma. It is 
true that occasional gastric symptoms appear in 
many persons who never develop symptoms of 
ulceration. 


Surgery is necessary in cases of perforation 
or severe or repeated hemorrhage. Gastroenter- 
ostomy has been superseded by resection or 
pyloroplasty in selected cases. The gastritis due 
to regurgitation of duodenal contents, and the 
occurrence of peptic ulcers in the jejunum after 
gastroenterostomy, have led to the greater popu- 
larity of resection or pyloroplasty. In many cases, 
however, gastroenterostomy is the sole prac- 
ticable method of relief. 

Abundant scar tissue tends to prevent per- 
foration and to limit the escape of fluids into the 
peritoneal cavity. Abundant and contracting scar 
tissue may constrict the walls, forming the char- 
acteristic “hour-glass” type of stomach. 

Pyloric stenosis may be caused by the con- 
traction of heavy scar tissue. Surgical interven- 
tion then is necessary. 


PREVENTION 


The etiological factors already mentioned 
indicate the best preventive measures for all 
forms of gastritis and for peptic ulcer. 

Nearly all of us consider the maintenance 
of normal structural relations of the body to be 
the most important preventive measure. Some 
of us emphasize, especially, the importance of 
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wholesome, varied foods, moderately flavored, 
and eaten with reasonable regularity; fasting is 
recommended whenever the body is excessively 
wearied, chilled, heated or emotionally disturbed; 
and the importance of avoiding trauma and 
sources of infections anywhere in the body, 
especially in the nasopharyngeal and buccal tis- 
sues. It is hardly necessary to mention avoid- 
ance of poisoning, excessive burns or frostbite for 
the sake of the stomach, since normal people 
avoid these things at all times. Osteopathic ma- 
nipulative treatment has been emphasized by 
many writers. Mattern described the manipu- 
lative treatment in detail. He said: 


I believe that the osteopathic lesion plays an impor- 
tant role in the production and maintenance of peptic 
ulcer; that in a picked group of cases excellent results 
can be obtained by hygienic, dietetic, and manipulative 
measures; that treatment should be long continued, the 
patient being kept under observation and control for 
two years at least; and that clinical proof of healing 
should be supplemented by x-ray findings and relief of 
spinal lesions. (p. 191) 


As Dr. Still used to emphasize, lesions ee gas- 
tric and intestinal function may occur at any point in the 
spine or the thoracic cage. But from what [is known] 
about nerve supply, we might expect two regions to be 
especially prone to primary or secondary lesions in these 
cases—the upper cervical and the fifth to the tenth 
thoracic. 


The former is a common finding in ulcer and may 
be either a primary irritative lesion or a reflex sensory 
one. Treatment includes, of course, careful attention 
to normalization and deep relaxation. Because the vagus 
is already hyperactive, I try to avoid even temporary 
further stimulation. In severe, surgical borderline cases 
this is the only manipulative therapy I feel free to use 
at first. Later, as symptoms subside (usually by the 
end of a week, and immediately in the more subacute or 
chronic cases) much more is accomplished by thorough 
attention to the thoracic region. 


At first patients are moved as little as possible and 
treated in the supine position only. Careful attention 
to all regions found in lesion together with deep relaxa- 
tion of spastic muscles, especially in the upper splanch- 
nic region, will do much to hurry healing and give com- 
fort to the patient. 

However, in cases in which a proper differential 
diagnosis has been made and the x-ray does not show the 
presence of submucous burrowing or perforation, and 
there is no hemorrhage, I do not hesitate to use carefully 
applied, but fairly sharp, corrective technic. In line with 
the fact . . . that we have in ulcer a hyperactive vagus 
with a subnormal sympathetic, the stimulation to the 
splanchnic region occasioned by corrective treatment 
should be beneficial. This theory is certainly borne out 
in practice. The relief from spasm and pain is so 
marked and immediate that I feel we should strive for 
a technic which will accomplish it without disturbance 
to the patient or increase of intraabdominal pressure. 


Since pyloric hypertonus may be due to the 
irritation caused by either gastric or duodenal 
ulcer, or by inflammation of the gallbladder, the 
appendix or other abdominal viscera, these tissues 
must be studied with care and such abnormal 
conditions as may be found must be treated as 
is indicated by that study. Reflexes from these 
viscera, and from other sources, tend to pyloric 
hypertonus, subnormal control or duodenal re- 
gurgitation, and thus to increasing acidity of the 
gastric contents. 
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Pyloricyhypertension often may be relieved 
by osteopathic manipulative treatment devoted to 
relaxation of tense spinal muscles and, in selected 
cases, to the correction of vertebral, occipital or 
rib lesions. 


Rest is no less important for the patient 
than for the stomach. Sanitarium or hospital 
care secures this rest more efficiently than is pos- 
sible at home. Barker advises rest in bed for not 
less than four weeks, plus the use of a bland diet. 
(This period usually is shortened considerably 
by osteopathic manipulative treatment.) Nervous 
and emotional strains especially are to be 
avoided. 


A very short modified fast was advised by 
several members of the organization. During this 
fasting period, protective substances were ad- 
vised, such as flaxseed tea (thoroughly strained), 
agar-agar, mineral oils, and similar substances. 
Water in which egg white has been dissolved was 
advised for the relief of discomfort and the ab- 
sorption of the excessive acid of the gastric con- 
tents. After this day (or few days) of modified 
fasting, a diet of very bland foods was planned, 
considering the tastes and habits of the patient 
and the severity and location of the ulcer. This 
diet included pureed vegetables (the puree being 
strained through very fine wire or gauze, with 
every care to avoid the use of old or worn uten- 
sils); well-cooked cereals, strained in the same 
manner, Melba toast made from fine, white bread; 
custards, milk, soft cream cheese, raw or very 
soft eggs, cream and cream soups, butter, olive 
oil, gelatine, agar-agar, and similar substances. 
Okra, flaxseed tea, emulsified dionol, mineral oils 
in any pleasant, nonmedicinal preparation and 
other protective substances were advised for the 
relief of pain. The temporary relief secured by 
ulcer patients while undergoing x-ray procedures 
for diagnosis suggested the use of barium mix- 
tures as protective agencies. 


These protective substances are subject to 
the danger that they might coat the stomach 
and bowel so thoroughly that absorption would be 
impeded and the patient’s nutrition be seriously 
affected. 


The Sippy treatment was discussed. Its de- 
liberate and excessive alkalinization is not now 
held in such great esteem as formerly because the 
dangers of alkalosis are now generally recognized. 
With suitable modifications, it is useful in selected 
cases. Calcium carbonate, neutral phosphates, 
and magnesia may be used instead of the sodium 
bicarbonate of the original Sippy method, with 
less danger of disturbing the chemical reactions 
of the body. 


The dangers of alkalosis are increased if 
renal disease accompanies ulcerative gastritis. 
Even the basic diets advised by Sansum, Blather- 
wick, and others may cause alkalosis in patients 
suffering from any nephropathy. The diet rich 
in creams and fats, advised by Sippy, was gen- 
erally approved, except that its affects upon the 
liver must be watched if very high fatty food- 
content was used. 

PROGNOSIS 


The outlook depends upon the pathology in 
every case. Acute or chronic gastritis with su- 


perficial erosions or shallow ulcers should re- 
cover completely, usually within a week or a 
month, according to the severity of the condition 
and the skill of the osteopathic physician both in 
planning and giving treatment and in securing 
the obedience and the cooperation of the patient. 
It must be remembered that even mild cases may 
recover, with connective tissue hyperplasia, and 
that this may, later, disturb the circulation of 
the blood and further ulceration may occur. (Gas- 
tric arteries are terminal and the injury of a 
single small vessel may leave a small gastric area 
with deficient blood supply.) 


Ulcers due to blood-borne infections heal 
readily after the infectious focus has been re- 
moved, but healing is rather slow and the danger 
of scar tissue formation is rather marked. 


Ulcers due to vasomotor disturbances heal 
quickly when normal circulation has been reestab- 
lished, provided the tissue injury has not been 
profound. 


Ulcers due to scar tissue or to fibrosis which 
occludes the blood vessels or diminishes their 
capacity are often resistant to treatment. Surgi- 
cal intervention often seems necessary, and the 
prognosis is rather cloudy in these cases. 


Recurrent attacks of gastritis or duodenitis 
are to be expected if the exciting conditions re- 
cur or persist. Repeated attacks tend to fibrosis, 
. increasing severity, and the development of 

cers. 


With removal of irritating factors, avoidance 
of toxemia, fatigue, and emotional strain, correc- 
tion of vertebral or other lesions, and the main- 
tenance of normal circulation and innervation of 
the stomach, together with good habits of living, 
recurrences may be diminished or avoided com- 


pletely. 
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This is a subject which I believe deserves 
much more consideration than has been accorded 
it by the profession. Many physicians do not 
appear to be as familiar with the nature and 
pathology of the disease as they are with many 
other conditions of very much less importance. 
The existence of such a condition is almost un- 
known to the laity, although from 10 to 20 per 
cent of all women having laparotomies between 
the age of 30 years and the age at which the 
menopause usually begins are suffering from some 
form of endometriosis. 


The disease manifests itself in a number of 
different forms, but the same primary pathology 
is present—that is the growth of endometrial 
tissue in an abnormal location. 


1. Direct or Primary Endometriosis.—This 
is known as adenomyoma and is due to the exten- 
sion of the endometrium into the myometrium. 
Many times these growths invade a large pro- 
portion of the muscular substance of the uterus 
and produce an enlargement of that organ very 
much simulating the ordinary fibroid in physical 
appearance and giving a very similar sensation 
to the palpating fingers. Profuse menorrhagia 
always develops when these growths have at- 
tained considerable size. A good many of the 
menorrhagias appearing about the time of the 
menopause are due to adenomyomata. Since in 
many instances the patient recovers fairly good 
health and the growth retrogresses following the 
menopause, it is commonly believed that menor- 
rhagias are more or less normal to the meno- 
pause and that the patient will be well as soon 
as she has passed this period of life. 


2. Peritoneal or Implantation Endometriosis. 
—There has been much discussion as to the true 
nature and cause of endometriosis in the abdom- 
inal and pelvic cavities. However, since the work 
of Sampson in 1921 most authorities are agreed 
that implantation occurs as a result of regurgita- 
tion of the menstrual flow through the fallopian 
tube into the peritoneal cavity, carrying with it 
live cells from the endometrium of the uterus, 
which find attachment to the covering of the 
ovaries or other neighboring structures. The 
fact that most of these implants are found on 
and about the ovaries tends to confirm this view. 
These implants, however, sometimes are carried 
for considerable distances before implanting them- 
selves upon a peritoneal surface, some having 
been found as far away as the gallbladder. 


These implants form adhesions also to 
other peritoneal surfaces to which they come in 
contact, thus completely surrounding the endo- 
metrial cells. These cells continue to menstruate 
with each menstrual cycle, the menstrual flow 
pushing the adhesions farther back and making, 


Prepared for the Obstrtrics and Gynecology section of the 
Thirty -ninth A.O.A. Conve..tion at Cleveland, 1935. 


often, a good-sized cavity filled with menstrual 
blood. Sometimes these attain the size of an 
orange or larger. The absorption and changes 
taking place in the confined blood cause a sort 
of brownish-yellow discoloration about the mass 
and a change in the color of the blood to a choco- 
late or tarry appearance, hence the mass is often 
called “chocolate” or “tarry” cyst. These cysts 
sometimes rupture, causing extravasation of new 
implants which may be carried to all parts of 
the pelvis or even higher in the abdomen. These 
are the cases which give rise to such very ex- 
tensive adhesions and often give the appear- 
ance of a “frozen” pelvis and are sometimes 
confused with carcinoma or the extensive ad- 
hesions of pyosalpinx and pelvic abscesses. 


Many of these cases, because of gravity, 
develop extensive growths in the cul-de-sac and 
rectovaginal septum and give rise to a very pain- 
ful pelvis with dyspareunia and extreme pain at 
menstruation. Peritonial endometriosis is espe- 
cially apt to develop in the patient with patulous 
uterine tubes, who at the same time has an 
obstruction in the uterine or cervical canal, caus- 
ing a stenosis of the canal and bringing about 
a backward pressure in the tubes. Flexions of 
the uterus, stenosis of the cervix, tumors situated 
low in the uterus (making pressure upon the 
uterine canal), or any other interference with 
the normal egress of the menstrual flow are 
important factors in the causation of the con- 
dition. The disease, for these reasons, develops 
nearly always in patients who have been sterile 
or at least have not been pregnant for a number 
of years and usually in the third or fourth decade 
of life. Accompanying the devlopment of peri- 
toneal endometriosis, therefore, the patient de- 
velops an acquired dysmenorrhea. She may have 
been entirely or practically free from pain during 
her previous menstrual life, but as the implants 
develop in the pelvic cavity or as adenomyomata 
develop, there is a gradual increase in the men- 
strual pain, as each growth menstruates, as does 
owed parent endometrium, with each menstrual 
cycle. 


3. Transplantation. — Occasionally endo- 
metrial cells are transplanted at operation, espe- 
cially when the uterine canal is entered as in 
supra-vaginal hysterectomy or cesarean section, 
or sometimes in suspension operations when the 


. Sutures are carried too deeply and into the uterine 


cavity. The cells are dropped, usually, in the 
abdominal wall and these in turn give rise to 
endometrial growths which behave as do the 
peritoneal implants, causing much pain at each 
menstruation and an accumulation of menstrual 
blood in the incision. 


4. Metastatic—tThere is still considerable 
discussion as to whether or not metastasis really 
takes place carrying endometrial cells to other 
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locations. Sometimes endometrial tumors are 
found outside the peritoneal cavity, which are 
difficult to explain except on this basis, and it is 
very probable that occasionally metastasis actu- 
ally occurs, most often probably through the 
uterine veins. 


5. Developmental.—The appearance of en- 
dometrial growths about the broad ligaments or 
bladder not due to implantation, are doubtless 
due to misplaced cells in the process of embryo- 
logical development. The genital epithelium and 
peritoneum both originate from the celomic meso- 
thelium, the Mullerian ducts form the uterine 
tubes, uterus and vagina, while the Wolffian body 
occurs as the paroophoron in the hilus of the 
ovary, the upper portion forming the parovarium 
and the lower becomes Gartner’s duct lying 
parallel with the vagina. It is not hard to con- 
ceive, therefore, how some of the epithelial cells 
intended for the endometrium should become 
misplaced in embryological development. 


TREATMENT 


Time will not permit discussion of the diag- 
nosis which one can study from any good text- 
book on the subject, but I do want to emphasize 
some points in treatment. Since the develop- 
ment of endometriosis and the distressing symp- 
toms accompanying it are dependent upon ovarian 


activity, it is necessary to take the ovaries into - 


account in the treatment of the disease. This 
presents a very serious problem when the dis- 
ease occurs before the patient has reached an 
age somewhere near the time for normal meno- 
pause. 


In the adenomyomata, the disease being con- 
fined to the uterus, hysterectomy is the ideal 
procedure. This usually results in cure and the 
ovaries are left intact. 


In peritoneal endometriosis, when there are 
dense peritoneal adhesions and “chocolate” cysts, 
judgment must be used as to how extensive a 
procedure is advisable in dissecting the adhesions 
and destroying ovarian function, but as a rule 
it is advisable to drain the cysts, and if the 
patient is young, leave the bowel and pelvic struc- 
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tures and ovaries in as normal condition as pos- 
sible. If the patient is near the menopause, the 
ovaries should be removed and if the uterus is 
badly damaged, a hysterectomy should be done. 
The younger the patient the more important 
it is that ovarian function be preserved, even 
though another operation may be required later. 


Sometimes adhesions produce a mechanical 
obstruction of the bowel which must be relieved 
either by removal of the adhesions; or if the 
sigmoid is the point of obstruction, a colostomy 
is performed, and at the same time the ovaries 
are removed. With loss of the ovarian influence, 
the menstrual activity will cease and the process 
undergo retrogression, after which the intestinal 
obstruction may subside and the colostomy can 
be repaired. 


In transplantation endometriosis it is neces- 
sary to excise the entire growth, which will result 
in cure. 

In the developmental group, as a rule, the 
cyst can be removed intact and this is the proper 
treatment without regard to ovarian function. 


The use of x-ray is justified in certain cases, 
especially of the peritoneal type and especially 
when the general condition of the patient is not 
good. A castrating dose should be given. Radium 
has also been used, but it is not nearly as satis- 
factory as x-radiance. As a rule, however, sur- 
gery is preferable to x-ray or radium and asso- 
ciated with less danger to the patient in the long 
run, as it must be remembered that the x-ray 
has no power of selection for diseased tissue and 
many cases with healthy bowel, bladder or other 
structures are permanently damaged by x-ray 
or radium. The fact that endometriosis, espe- 
cially adenomyoma, is often associated with in- 
flammatory conditions, presents an added danger 
to the use of radium therapy. 


Both the diagnosis and treatment of endo- 
metriosis is a difficult problem and since the dis- 
ease is not uncommon, I feel that it is deserving 
of much more study and consideration than is 
usually given. 


Southwestern Osteopathic Sanitarium and Hospital. 


ELECTION BULLETIN 


As this JourRNAL goes to press, word is received from New York City, where the fortieth annual convention of 


the American Osteopathic Association took place at the Waldorf-Astoria Hotel, July 20 to 24, of the election of. 


the following officers and trustees of this Association: 


President, John E. Rogers, Oshkosh, Wis.; First Vice President, Edward A. Ward, Saginaw, Mich.; Second Vice 
President, Gertrud Helmecke, Cincinnati; Third Vice President, William J. Douglas, Paris, France. 


Trustees for three years: Grace R. McMains, Baltimore, re-elected; A. D. Becker, Des Moines, Iowa, re-elected; 
C. H. Morris, Chicago, re-elected; Frank F. Jones, Macon, Ga., and O. M. Walker, Bloomfield, N. J. 


Trustee for one year: Walter E. Bailey, St. Louis, to finish out the unexpired term of Dr. Ward who was 
elected first vice president. 


| 


574 EDITORIALS 


THE JOURNAL OF THE 


AMERICAN OSTEOPATHIC ASSOCIATION 


Published monthly by the American Osteopathic Association 


Publication Office, 1140 Lake Street, Oak Park, Ill 
Editorial Office, 540 N. Michigan Ave., Chicago, Ill. 
Address all communications to the Chicago Office 


Cable address: ‘Amerosteo” 


CLAYTON N. CLARK, D.Q.io.0......-::c-cccceccceeceeeeseeeeseeee Business Manager 


EXECUTIVE COMMITTEE 


...J. E. ROGERS, Oshkosh, Wis. 
T. R THORBURN, New York City 
_E. A. WARD, Saginaw, Mich. 


PRESIDENT.............- : 
Past PRESIDENT... 

First Vice NT.. 
CHAIRMAN 
CuatrMAN Pusiic P. W. GIBSON, Winfield, Kan. 
EXECUTIVE C. MeCAUGHAN, Chicago 


Subscription - - - - - - +--+ = Five dollars a year in advance 


Vol. 35 August, 1936 No. 12 


THE NEW YORK CONVENTION 


The fortieth annual convention of the Amer- 
ican Osteopathic Association came to a close on 
July 24. It set a new high mark for excellence in 
many respects. It was housed in the largest, and, 
what many consider to be, the finest hotel in the 
world—The Waldorf-Astoria—situated in the 
heart of the second largest city in the world— 
New York. This beautiful hotel in this marvelous 
city was a fitting setting for the osteopathic phy- 
sicians who gathered here from widely separated 
parts of the world to renew old friendships, to ex- 
change professional experiences, to conduct clin- 
ics, and to honor the memory of Andrew Taylor 
Still, the founder of osteopathy. The magnificence 
of the grand ballroom of The Waldorf-Astoria, 
where the general program took place, was a far 
cry from the bareness of the schoolhouse where 
Dr. Still began teaching the first class of osteop- 
athy in 1892. In 44 years osteopathy has grown 
to be a powerful force in the healing world. It 
has achieved its present position because it had 
something to offer to sick people, something that 
would make them well when other methods of 
healing failed. 


Here at this convention, as at every other 
national convention in the past, the achievements 
of osteopathy were demonstrated and new roads 
of endeavor were opened up for the further de- 
velopment of osteopathic art. 


To cover adequately all convention activities 
and to report accurately the many vital and inter- 
esting facts brought forth at these gatherings, 
would necessitate a staff of reporters numbering 
in the fifties. One can tell of only a few of the 
many outstanding activities, but a fuller story of 
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the convention may be found in the next issue 
of THE ForuM. 


The program, formulated under the chair- 
manship of the genial George W. Riley of New 
York, was one of the finest ever presented. The 
scientific exhibit, in the capable hands of Otter- 
bein Dressler of Philadelphia, set a new mark of 
achievement and grandeur. The athletic confer- 
ence held on Thursday and opened to the public 
brought out a large and enthusiastic group of 
physicians and lay persons. The Board of Trus- 
tees and House of Delegates by starting their 
activities in advance of the regular opening con- 
vention date were able to complete the volumi- 
nous business of the Association in record time. 
John E. Rogers of Oshkosh, Wis., was elected 
President for the ensuing year. An election bulle- 
tin naming the other officers and the new trustees 
may be found on page 573. George M. McCole, 
Great Falls, Mont., was awarded a Distinguished 
Service Certificate for his contribution to osteo- 
pathic literature.* 


To the hard working Public Relations Com- 
mittee of New York, under the leadership of 
Helen M. Dunning, goes much of the credit for 
putting this convention before the eyes and ears 
of the public. The daily papers carried many 
stories. There were broadcasts over local stations 
every day of the convention and on Tuesday and 
Friday over nation-wide networks. 


To the efficient local convention committee 
of New York we extend our sincere thanks for 


the most enjoyable and profitable time ever spent 
at a national convention. 


Those who did not attend this convention 
missed an opportunity of a lifetime. The con- 
vention next year will be held in the Windy 
City. Chicagoans will have to work hard to sur- 
pass the excellence of the convention that is now 
history—and what history! 

R. E. D. 


*An analysis of the Osteopathic Lesion. George M. McCole, 
D.O., Publisher, Great Falls, Mont., 1935. 
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A VALUABLE CONTRIBUTION TO 
OSTEOPATHIC LITERATURE 


A most informative article* from the pen of 
Frederick A. Long appears in the Scientific Sup- 
plement the Osteopathic Digest for May. Dr. 
Long very aptly surveys the important experi- 
mental and clinical data established by osteopathic 
research concerning the relationship between 
faulty body mechanics and disease, and brings 
into his thesis the known biological facts that 
substantiate osteopathic claims. Dr. Long says 
that the osteopathic joint lesion occupies an im- 
portant place in any consideration of spinal col- 
umn mechanics and he describes the physiological 
processes through which altered joint mechanics 
can produce local and remote effects. 


A full abstract of this article appears in the 
columns of THE JOURNAL devoted to current osteo- 
pathic literature. Some of the important points 
brought out by Dr. Long in his discussion can well 
be emphasized here. 


After listing the various causes for mechan- 
ical embarrassment in joints, he says that “the 
fundamental factor obtaining in all these condi- 
tions is joint motion in other than normal planes.” 
The structural position at rest of the related bones 
in the lesioned joint or the so-called “fixed” joint 
does not account for as many of the observed 
effects as the abnormal movement in the joint 
(abnormally functioning joint surfaces). In a 
series of x-ray studies made by P. T. Lloyd and 
Dr. Long of clinical subjects who had osteopathic 
lesions, none of them exhibited a lesioned joint 
in which there was no motion. There are many 
advantages to considering mechanical abnormal- 
ities of joints in this light. One of these is that 
explanations based on this concept may include 
the spinal joint lesion without excluding states 
in which remote effects are probably induced with- 
out any or great local pathological reaction (as in 
faulty posture). 


In discussing the changes that occur locally 
when a joint is lesioned, Dr. Long says that “the 
newer investigations into capillary physiology and 
water balance indicate that there are many early 
reactions to be considered which might not reach 
the stages of acute inflammation, but which should 
still be considered a part of the reaction of in- 
flammation.” These early changes are chiefly 
disturbances in water balance (edema) and al- 
tered chemistry (acidosis). 


Research work in the past has been limited 


by failure to recognize the effects both locally 
and in remote tissues of early changes in the joint 
tissues as a result of lesion. It has been estab- 
lished that remote effects take place at about the 
same time as local effects. Therefore, it becomes 


*Long, Frederick A.: A Survey of Some of the Mechanisms 
and Processes Through Which Abnormal Spinal Mechanics Can 
Produce Local and Remote Effects. Osteopathic Digest, 1936 
(May) 1:13-19. 
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apparent that the early changes are responsible 
while the gross manifestations of the reaction of 
inflammation have the role of prolonging and 
maintaining the effects. Long proceeds to de- 
scribe the mechanism whereby the vegetative 
nervous system is influenced in its function of 
regulating tissue tension and cellular chemism. 
He says that “it is in the recognition of, and 
application of therapy to these early tissue 
changes, which probably involve circulatory, 
chemical and water balance changes, that offers 
the greatest field in preventive medicine, for it is 
in these early stages that the beginning of disease 
rests. And it is largely because osteopathic 
manipulative treament offers a logical approach 
to these early changes as well as to later ones 
that it is truly an advancement in preventive en- 
deavor.” 


There are many other interesting facts in 
this article of Dr. Long’s that would bear repeat- 
ing and emphasizing if space permitted, which it 
does not. But one particularly interesting bit of 
information deserves mention. It has to do with 
the oft-debated question as to whether or not ac- 
tual pressure on a nerve fiber either by tissue 
under tension or structurally altered, or by edema, 
can produce the effects commonly observed when 
an osteopathic joint lesion exists. He says that 
“when a section of nerve fiber is subjected to 
forces that depress its conductivity (narcosis or 
pressure) it has been found that when the im- 
pulse has passed the depressed section of the fiber 
it regains its former strength. . . . Accordingly, 
the only circumstances under which depressed 
activity could be brought about as a result of 
pressure factors operating on one section of nerve 
fiber passing through an involved spinal area 
would be those in which the pressure were suf- 
ficient to completely prevent the passage of im- 
pulses so that no adequate stimulus could reach 
the distal unaffected portion of the fiber. That 
pressure to this extent actually exists in the spinal 
lesion or other spinal alterations of a like nature 
has yet to be proved. . . . It is probably not, then, 
upon the fiber that the pressure present in the 
spinal area produces its maximum effect, but upon 
the cell body and synapse. Pressure sufficient to 
reduce the nutrition and alter the chemical en- 
vironment of the nerve cell could thereby affect 
the conductivity of the entire neurone by decreas- 
ing its level of maximum response.” (Italics ours.) 


The osteopathic physician as well as the 
osteopathic student will discover food for thought 
in this splendid article. It should be read slowly 
and carefully for one to gain the full significance 
of the many fine points brought out by Dr. Long. 
Furthermore, a diligent study of this article 
should place one in a position to answer chal- 
lenges on the part of our contemporaries as to the 
soundness of the osteopathic theory and practice. 

RED. 
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LET’S GO AFTER THE NONMEMBER 


We have a source of available revenue lying 
fallow at our very door, free from the disad- 
vantages of cutthroat competition, of no value to 
anybody but ourselves, available at practically no 
expense, and ready for the harvest. I refer to our 
4,500 osteopathic physicians who are not mem- 
bers of our national association but who are en- 

joying the benefits and the security acquired 
' through the efforts of our active membership— 
which, to our shame be it said was too long a 
minority of the profession. This resource—acti- 
vated—can furnish the needed revenues that will 
assure the additional funds for further expansion. 
The reaping of this harvest depends in very large 
part upon district or local societies and their 
members. 


Now what is the relationship of the district 
society to the national organization? Exactly the 
same as that of the general practitioner to the 
specialist. The district society is the organization 
that is on the firing line, so to speak, in the battle 
for therapeutic supremacy. It is the society that 
first contacts the individual practitioners, that 
senses their needs and, knowing the environ- 
mental conditions under which they are function- 
ing, is in an advantageous position to outline the 
means for relief. In the event that conditions 
arise beyond the ability of the district society to 
handle, then the divisional (state or provincial) 
organization, in the nature of a consultant, is 
ready to step in and assist. Should the problem 
be one for the specialist to handle, then the na- 
tional organization is in the position to assume 
that role and to supply the needed aid. The gen- 
eral practitioner, the friendly consultant and the 
specialist are all necessary in proper time and 
place for the safety of the patient which is, in 
this case, osteopathy. 

The general welfare of osteopathy as a pro- 
fession requires primarily specialistic service. The 
Central organization is one of supreme impor- 
tance to the body politic of osteopathy. It must 
be supported wholeheartedly and generously. The 
number of its supporters must be increased and a 
genuine concern manifested among them relative 
to its future welfare. The general man must vis- 
ualize himself as an important cog in the wheel 
of the National organization and must act ac- 
cordingly. 


The district society comes into intimate con- 
tact with the individual practitioners of oste- 
opathy no matter what their professional status. 
The district society knows them, is in a position 
to contact them quickly and easily, and is cog- 
nizant of their standing professionally as well as 
their ability financially. This being true, the 
problem of upbuilding the Central organization, 
the specialist if you please, upon whom each 
member must depend in the last analysis, lies 
with the district society. It is here that the most 
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effective work in the securing of nonmembers is 
possible. 

The district executives can list the non- 
members, can apportion them to interested active 
members (who are most effective when operating 
in pairs), who can see them personally (which is 
most important) and can keep after them con- 
sistently until they yield. Personal solicitation, 
personal contact, is imperative. Phone solicitation 
and personal letters are of little or no practical 
value. There is just one way, and that is to go 
after them and get them. It can be done and 
easily too, in the same way that a presidential 
election was won once by concentrating on a state 
that was doubtful as well as pivotal. An astute 
campaign manager conceived the idea of making 
“key men” in the state responsible for supervision 
of six voters each. Each key man’s entire efforts 
were to be expended upon his six men. The plan 
was put into effect, the election in that state was 
assured, the president was elected and the famous 
“blocks of six” campaign went down in political 
history. 

This same idea is applicable to district society 
initiative. Each district in every state, sensing its 
obligation to the national, and recognizing the 
opportunity for service, could quickly transform 
the whole scheme of our professional policy into 
one of widespread constructive activity. The time 
is at hand when this very action must be taken. 
In a few months the various state legislatures 
will convene and we can expect a vigorous on- 
slaught by the powers of organized medicine to 
curtail osteopathic activity and progress. The 
national organization must be in the best condi- 
tion possible so that it may render its specialistic 
service quickly and generously. The time has long 
since passed when the state is competent to care 
for all its legislative problems without the advice 
and assistance of skilled help. It is an obligation 
of the national to help, but it can be in a position 
to render effective service only as a result of the 
advantages to be derived from a marked increase 
in its members. Now is the time to prepare for 
that emergency which will come when most of the 
legislatures meet—a foretaste of which we had in 
the comparatively few legislatures which met this 
year. 


Two thousand new members is the minimum 
of safety.. More than that will serve as accident 
insurance to the general cause. District society 
4~vorkers, by concentrating on their respective 
nonmembers, can turn the trick. 


“Pat” Gordon, D.O., President of the Iowa 
Osteopathic Association, is chairman of the Com- 
mittee on Special Membership Effort of the 
A.O.A. I am very sure that he will welcome the 
aid the district organization can give him—in fact 
such organizations can, if they will, make his 
chairmanship a bed of roses. What is the answer? 

Geo. J. CoNLEY, D.O. 
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Department of Public Affairs 
E. A. WARD 
Chairman 


Saginaw, Mich 


LEGAL AND LEGISLATIVE 
A. G. CHAPPELL 
Jacksonville, Fla. 
Legislative Adviser in State Affairs 


California Opens Way for Osteopathic Drugless 
Practitioners to Get Physicians and Surgeons Certificates 


Carle H. Phinney, President of the College of Osteo- 
pathic Physicians and Surgeons, reports that the osteo- 
pathic examining board in California adopted a rule on 
June 30 which will open the door for securing physicians 
and surgeons certificates to some osteopathic physicians 
licensed as drugless practitioners who could not, until 
now, so qualify. 

It has ruled that all osteopathic physicians holding 
drugless certificates in California, whether secured by 
reciprocity or examination, should be admitted for exami- 
nation for a physicians and surgeons certificate provided: 


1. That the applicant had the necessary preprofes- 
sional qualifications. 


2. That he had met the requirements of Section 10 
of the California Medical Practice Act. 


3. That in so doing he had attended one trimester 
of resident work in the College of Osteopathic 
Physicians and Surgeons with satisfactory at- 
tendance record and satisfactory scholastic grade. 


Section 10 of the law outlines the course of duty 
which must be completed for a physicians and surgeons 
certificate, including at least 4,000 hours and setting in 
minimum number of hours in each of certain branches. 


Diagnosis and Treatment 


ABNORMAL ANTERIOR POSITION OF THE FIFTH 
LUMBAR VERTEBRA* 


W. J. DOWNING, D.O. 
Chicago 


The line of weight-bearing normally falls posterior 
to the middle of the fifth lumbar vertebral body and 
anterior to the facets. Any change in weight-bearing 
factors that brings most of the weight at or posterior 
to the lumbosacral facets causes compression of the pos- 
terior portion of the intervertebral disc between the 
fifth lumbar vertebra and the sacrum. There are cir- 
culatory changes and thinning of the disc, with the 
facets being forced to carry more and more of the 
superimposed weight and with the fifth lumbar vertebra 
eventually sliding anteriorly. 


Anterior fifth lumbar, when present, is associated 
with so many other conditions that it is difficult to de- 
termine definitely which are causative and which are 
secondary changes. Excess weight, faulty posture, short 
lower extremity, twisted pelvis, lumbar joint lesions, 
posterior condition at lumbodorsal junction, often are 
associated conditions that have to be considered. 
one of these conditions may cause a shift in weight- 
bearing through this articulation. 


A predisposing factor may be the direction of the 
facings of one or both lumbosacral facets in a more 
anteroposterior plane than normal, thus favoring an- 
terior movement of the fifth lumbar vertebra. 


*Delivered before the Technic Section at the Thirty-Ninth 
A.O.A. Convention, Cleveland, 1935. 
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These patients are seen in various stages of devel- 
opment of this condition. We should attempt to rec- 
ognize it early and avoid, if we can, the development of 
the more typical changes (spondylolisthesis), when it 
may be too late to do very much about it. 


The lumbosacral disc seems to be the first structure 
involved. The wedging process begins by pinching of 
the posterior portion, then gradual thinning of the en- 
tire disc takes place. The facets, as they carry more 
and more weight, are gradually moulded, the mamillary 
processes, to which they are attached, gradually be- 
coming larger in an attempt to carry weight. In the 
later stages, the body of the fifth vertebra becomes 
wedge-shaped. Along with these changes, hypertrophic 
deposits may be noticed on margins of adjacent ver- 
tebral bodies, especially along attachment of the an- 
terior common ligament. 


Symptomatology.—The symptoms are quite varied, 
since the condition usually is associated with some ro- 
tation of the fifth lumbar vertebra; the pelvis is tilted, 
the lordosis and stress coming particularly at the lum- 
bodorsal junction, changing especially the anteropos- 
terior curve. 


The patient complains of constant deep-seated pain 
quite low in the back, and when requested to point out 
the pain he usually will place his hand over the region 
of the fifth lumbar vertebra. This pain is constant, 
whether sitting or standing, and often is aggravated by 
backward bending. He may or may not secure relief 
after lying down. 


There may be pain referred to the gluteal muscles 
(one or both sides), posterior portion of the thigh, and 
posterolateral surface of the leg. A sense of weakness 
or instability in the knees may be one of the symptoms 
given by certain patients. 


Functions of the bladder and rectum may suffer in- 
terference. There may be the sensation of incomplete 
emptying. This condition may contribute also to severe 
dysmenorrhea. 


Diagnosis.—Diagnosis of anterior fifth lumbar or 
spondylolisthesis may be established definitely by means 
of lateral x-ray pictures taken through the lumbosacral 
region. In the absence of x-ray, symptoms may give a 
clue: On examination of the patient, palpation usually 
will elicit pain directly over the spinous process of the 
fifth lumbar vertebra, and immediately lateral to it. 
The spinous process seems buried, to the touch, and is 
difficult to locate, because of its anterior position. With 
the patient on his side, knees drawn well up toward the 
abdomen, the spinous process of the fifth lumbar does 
not come out well in line with the other lumbar ver- 
tebrae. 


In a well-advanced case the patient has a peculiar 
“duck-waddling” gait. The sacrum is prominent, with a 
transverse hollow immediately above it. Lumbar lor- 
dosis is present. The ribs closely approximate the iliac 
crests. 


Manipulative Treatment.—Before beginning treat- 
ment, the cause of the condition should have been de- 
termined, if possible, and corrective measures instituted 
while manipulative treatment is directed to the anterior 
fifth lumbar. 


The intent of the manipulative treatment is to sep- 
arate facets between the fifth lumbar vertebra and the 
sacrum, and to bring the fifth lumbar vertebra back- 
ward in relation to the sacrum. Depending upon the 
existing pathology, oftentimes this cannot be done at 
once, but must be repeated a variable number of times. 


It is usually advisable to loosen the lumbosacral 
joint as much as possible before applying specific ma- 
nipulative technic. Various methods for doing this are 
well known and need not be repeated here. The technic 
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for bringing the fifth lumbar vertebra back on the sacrum 
is as follows: 


Patient seated erect on stool, arms loosely folded. Op- 
erator behind patient, foot on rung of stool, knee applied 
carefully through pillow to top of sacrum (and keep it 
there). Patient is asked to bow his back inward and to lean 
forward, thus the ischial tuberosities are applied to top of 
stool. Knee of operator on sacrum fixes sacrum through 
ischii to stool and pelvis is maintained in this position with 
a downward forward pressure of operator’s knee. 


Operator reaches his arms around patient’s chest under 
axillae, spreading and locking his fingers over the anterior 
chest wall. Body of patient is then gradually lifted until 
operator feels patient’s weight has been lifted down to oper- 
ator’s knee. Patient is then gradually brought backwards, 
maintaining lifting tension down through fifth lumbar, until 
operator can feel that tension has accumulated at the joint, 
pressure of operator's knee all the while maintaining fixation 
of pelvis to stool. Then upward traction is exerted upon 
body of patient, and counterforce exerted by downward 
and forward pressure through knee to sacrum. At this point 
operator can feel that force has accumulated just above his 
knee and that the patient is fixed in this position. (Caution: 
Patient’s weight is kept pretty well over his pelvis all the 
time, thus avoiding too great backward bending.) Then 
accentuation of both forces can be made to extent deemed 
necessary by operator. Thus he has separated sacrum and 
fifth, and as tension accumulates, the fifth is lifted and 
dragged back upon the sacrum. 
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UNSUSPECTED FRACTURES* 


Cc. G. BECKWITH, D.O. 
Chicago 


It is possible for a fracture to go unrecognized, but 
there is no excuse for the classification, unsuspected frac- 
ture. Undoubtedly, there will arise in any practice in- 
stances in which the possibility of fracture seems remote, 
yet it is not fair to the patient to err on the side of hope- 
fulness. Rather the question should be: “Well now, how 
did this person possibly get through that injury without 
breaking something?” 


The apparent severity of some injuries that result 
in slight or inconsequential damage should not lead us 
to consider that a powerful force is necessary to produce 
fractures. Many times a simple, ordinary movement is 
sufficient to disrupt the integrity of bone. 


Gross fractures that are compound, or those that 
present deformity, are unlikely to be free from suspicion 
at any time. These, then, may be omitted in this dis- 
cussion. Fractures that are prone to escape the attention 
of the examiner are complete fractures without displace- 
ment, impacted fractures, and incomplete breaks. Those 
injuries in which there is separation of the tendon inser- 
tions should also be included. In many instances the 
symptoms of any of the conditions may be vague, and 
unless a careful examination is made, the fracture may 
be missed entirely. 


The importance of a fracture lies in the possibility 
of its effect on the usefulness of a part or member, if 
it does not heal properly. Let us consider, briefly, the 
pathology of fracture and some of the factors influencing 
its healing. 


“Delivered before the Athletics and Section of the 
Thirty-Ninth A.O.A. Convention, Cleveland, 1 


ATHLETICS AND ACUTE INJURIES 


Journal A.O.A. 
August, 1936 
With a solution of the continuity of the bone, there 
is the injury not only to the bone, but also the peri- 
osteum, the endosteum, and the soft tissues adjacent to 
the site of injury. Blood and lymph vessels are rup- 
tured, small nerve fibers are torn, the tissues become 
infiltrated and engorged with blood, lymph, and inflam- 
matory exudate. This increases the tension in the tissues 
and is responsible not only for the pain and swelling, 
but also for a further upset of the normal circulatory 
balance. Any unnecessary strain on the part, either from 
continued use or rough handling, tends to increase the 
circulatory deficiency. In the injury, the trauma is suffi- 
cient, usually, to kill some of the cells of the bone and 
soft tissues. These dead cells produce ferments, which 
care for the debris. The process of infiltration reaches 
its height in about twelve hours, after which time the 
pressure of the swelling tends to produce an actual edema 
to the site. With the clotting of the blood and exudation, 
there is left the edematous fluid, which, if in excess, will 
tend to delay the healing of the bone, especially through 
its hindrance of the formation of fibrin. The organization 
of the clot that forms about the site of fracture is started 
in about forty-eight hours. Organization of the callus 
occurs in about 9 days." 


The actual mechanism whereby the calcium becomes 
deposited at the fracture site is unknown. There is 
demonstrable, however, an absorption of the bone adja- 
cent to the fracture, which amounts to an actual thinning 
of the structure. With the institution of the steps of 
repair, this is soon cared for by an excessive deposition 
of callus at the site of the injury and extending suffi- 
ciently to form an excessive amount of soft osteogenic 
tissue. With the deposition of calcium in this mass of 
tissue, organization is started. This has been observed 
as early as seventy-two hours’ after the injury, although 
it is usual that the callus becomes organized about the 
ninth day. Under the most favorable conditions, the 
bone is healed by the twenty-eighth day. This does not 
apply to any fracture any place in the body, of course. 
The site of the fracture, the severity of the injury, the 
demands that are to be made on the bone, determine the 
length of time required for the healing. In some in- 
stances this may need be only three weeks, in others, 
three months. 


The danger in an overlooked fracture lies in the 
fact that not only may it cause pain and dysfunction, 
but also, due to the irritation from use, there may result 
an exaggeration of the process of absorption about the 
site, which will so weaken the bone that it is unable to 
support any weight at all. 


The process whereby nonunion or fibrous union 
occurs is also important in the consideration of fractures, 
whether they are recognized or not. With the interpo- 
sition of muscle, healing is at least delayed if not impos- 
sible. Lack of immobilization for a sufficient length of 
time may tear down what organization has occurred. 
The presence of a constitutional condition that will in- 
fluence the utilization of calcium and other substances 
necessary for the healing, may also result in a disturbance 
of the normal processes of repair. 


It is always best to examine the part by x-ray after 
what seems to be the proper time for immobilization 
has elapsed. By this procedure the amount of callus can 
be determined. Its appearance on the film is that of a 
substance hanging over the edges of the fracture, of a 
density greater than that of the adjacent soft tissues, but 
less than that of bone. 

The explanation for the existence of unsuspected 
fractures lies for the most part in the tendency of all 
people to consider themselves as “Jacks of all trades.” 
The ordinary layman likes to consider himself as an ama- 
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teur physician and capable of caring for the smaller 
troubles that beset the human body. This desire results 
in the formulation of some simple diagnostic aids that 
he considers infallible. In the field of gastrointestinal 
conditions, as an example, with the aid of advertisements, 
bowel function is cared for by the individual himself. 
This has a two-fold result. The first is a “land office” 
business for the various manufacturers of gastrointestinal 
remedies, and sooner or later a stubborn case of consti- 
pation for seme doctor to struggle with. Home doctors, 
whether in the flesh or in printed form, play an important 
part in the health of almost everyone. Grandmother’s 
remedies, the salve that the doctor gave Johnny for a 
condition that was “just like this” sometimes helps, 
sometimes hinders. There is no question that much of 
the therapy of today has been based on a trial and error 
system, but the trials should be made by someone famil- 
iar with the possible results. 


The tendency of people to consider themselves capable 
of caring for the ailments of the body extends to the field 
of injuries with its naturally hidden possibilities of fractures. 
The lamentable part of this field is that in some instances 
the maxims of the laymen are carried over into the arma- 
mentarium of the physician. A common test to John Doe 
to determine the presence of a fracture is to see if the part 
can be used. “If you can use it, it is not broken.” 


A few case histories from some “just to be sure” 
x-rays will serve to emphasize the point that not only 
is the judgment of the patient in regard to injuries some- 
times bad, but also that of the physician. It is not the 
intent of the writer to lay bare the mistakes of others. 
Rather it is to emphasize the importance of a careful 
and painstaking examination of every injury, no matter 
how trivial. The tendency of the doctor and patient to 
consider the expense of an x-ray and the inconvenience 
of a cast or splint as too exorbitant a price to pay for 
such a slight injury is many times disastrous. 


CASE HISTORIES 


Case 1.—Male, aged 21, basketball player. Patient re- 
members that before the game he took a practice throw 
at the basket. While dragging the right foot and lifting 
his weight onto the left toes, he remembered feeling 
something slip in the middle of his left foot. There was 
no pain. He played a full game of basketball as center. 
After the shower following the game, difficulty was no- 
ticed in getting the foot into the shoe. At no time was 
there any pain in the foot, until the next morning when, 
on awakening, weight was borne on it. An x-ray picture 
revealed a fracture of the proximal portion of the fourth 
metatarsal. 


Case 2—Male, aged 60. While playing golf, in the 
midst of a drive, patient's foot slipped and he fell, turn- 
ing his right ankle. He was helped back to the clubhouse 
and taken home. The foot was massaged and cold 
applied to it. The next morning the foot was swollen, 
especially about the ankle, but the patient was able to 
hobble around on it. Two days after the injury he 
decided to consult a physician, who ordered an x-ray. A 
complete fracture of the fibula was found. 


Case 3.—Girl, aged 8. While playing in the cellar, 
she fell with legs spread beneath her. She cried and 
complained of pain in her right leg. Her father carried 
her upstairs and put her to bed. She refused to get out 
of bed. Two days later the father ran into a doctor on 
the street and asked him what he would suggest for his 
daughter. On the suggestion that the part should be 
filmed, at least, the child was taken on a street car about 
7 miles to a laboratory. The film showed a complete 

Case 4.—Boy, aged 16. Patient fell on his right hip 
spiral fracture of the middle of the femoral shaft. 


and although soreness developed he was still able to 
walk. This soreness had just about cleared up, when, 
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six months later, he fell on it again. This time he was 
unable to walk or even to stand on the injured part. A 
physician was called and a so-called dislocated hip set. 
After about two weeks of bed rest, with little improve- 
ment in the hip, the patient was brought in for an x-ray. 
There was demonstrated a fracture dislocation of the 
epiphysis ot the head of the femur. 


Case 5.—Female, aged 45. Patient fell while ascend- 
ing some stairs to her home, at night. Her right hip 
hurt, but she was able to crawl into the house and onto 
a divan. Her sister called a doctor who examined her 
and told her to use some liniment and get up the next 
morning. She called another physician. It was suggested 
that an x-ray be taken in the home. The film showed 
an intertrochanteric fracture of the femur. 


Case 6—Female, aged 31. Patient slipped and fell 
down three stairs, landing on the end of her spine. Walk- 
ing was painful and the legs were numb, so she stayed 
in bed to get well enough to so see the doctor. Three 
weeks after the accident an x-ray picture was taken and 
a fracture of the sacrum was found. 


Case 7.—Male, aged 42. Patient entered the hospital 
complaining of severe intermittent pain in the low back, 
severe enough to cause him to cry out. This started 
after he fell on his back, trying to catch his mother who 
was falling. Patient was unconscious for a few seconds. 
An x-ray was taken, but no fracture of recent date was 
demonstrated. A Balkan frame and sling were applied 
to relieve the tension on the site of a probable old frac- 
ture, recently injured (patient gave a history of having 
fallen and hurt the middle of his back when he was a 
youngster). The sling and frame increased the muscle 
spasm in the back, so it was discontinued. The patient 
was treated daily and in two weeks’ time left the hospital, 
symptom free. However, his activity was limited. After 
a month, by gradually increasing his walking, he was able 
to do a mile with only a “tired feeling” resulting. The 
x-ray at this time revealed a decrease in the width of 
the body of the twelfth dorsal segment. What appeared 
to be an injury to an old fracture may have been a new 
fracture somewhere within the body of the vertebra, as 
many of them are. 


Case 8.—Boy, aged 16. Patient hurt his shoulder in 
a football game. The coach determined that as long as 
he could lift his hand over his head, the shoulder was 
just bruised. Fractures of the acromion, corocoid, and 
clavicle were found. 


Case 9.—Female, aged 33. Patient hurt her wrist a 
year ago, but as it did not bother her much, she paid no 
attention to it. Recently she hurt it again and since then 
it has bothered her considerably. Fracture through the 
distal fragment of an old ununited fracture of the navicu- 
lar was found. 
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Treatment for Joint Adhesions 


In the absence of arthritis or tuberculosis, free 
manipulation and breaking up of the adhesions under an 
anesthetic (nitrous oxide) is of great value. These patients 
are often promptly cured by the manipulations of a “bone- 
setter” or osteopath—A Textbook of Surgery by W. 
W. B. Saunders Company, Philadel- 
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DIAGNOSIS AND TREATMENT OF SINUSITIS OF 
THE ANTERIOR GROUP OF SINUSES* 


W. C. D.O. 
Mason City, Iowa 


When one reviews the current literature on sinusitis, 
he realizes that not much is really known about the sub- 
ject. However, in view of the type of medicine practiced 
long ago, the modern doctor ought to be glad he is living 
today and not 50 years ago. Indeed, he might wish he 
could live 50 years hence to see how physicians handle 
cases like those he fails on now. 


It has been said that medicine as taught and prac- 
ticed today compares with the knowledge and practice 
of 50 years ago as day compares with night. Clarence 
Darrow puts it even stronger. He says, “The world is 
all right and I would not trade it for 50 years ago for 
anything.” He says further, “Medicine as practiced 50 
years ago was nothing but black art.” 

In spite of our increased knowledge and skill, it does 
not seem that there is much in the medical literature that 
can be relied upon, not only that acquired during the past 
50 years, but of all time. Arthur W. Proetz, M.D., in 
his book,t which was awarded the Casselberry prize in 
1931, says: “There are many exceedingly elementary 
matters about sinuses of which we know very little. To 
begin with, we do not know why they exist at all. We 
do not know exactly why they are normally sterile and 
why they presently become infected. We do not know 
why once infected they may readily recover, or why just 
as often they do not.” This is a pretty broad admission 
of ignorance to make when he follows it up by writing 
a book on the subject. 


My discussion of sinusitis will be confined to the 
anterior group of the accessory sinuses, which are named: 
the frontal, maxillary, and anterior ethmoidal. 


Sinusitis is not often an independent disease, but it is 
almost always started by some other disease affecting 
the nose and passing into the sinus, or it may be started 
by obstruction to sinus breathing or ventilation. When 
ventilation is stopped, the air space within the sinus 
cavity becomes “dead.” Inflammation begins, followed 
by atrophy or turgescence—dry or moist—approaching 
in effect arterial of venous stasis and even gangrene. 

Therefore, because sinusitis is usually secondary, and 
usually easy to diagnose, the primary trouble or etiology 
should be given the most attention. When obstruction 
to the air passage or to sinus drainage is the cause, it 
is usually found in the nose, as a result of growths, de- 
formities, or adhesions. When there is interference with 
circulation of blood and lymph in the nose and sinuses, 
upper thoracic or cervical osteopathic lesions usually are 
the cause. When there is disease of other structures, 
such as tonsils, adenoids, abdominal and pelvic organs, 
infection of the sinuses may come from an infected lymph 
or blood stream. Indeed it is no longer doubted that this 
type of infection is carried to all parts of the body. 

The most usual symptoms of sinusitis are those of 
pressure and pain in the sinus involved and obstruction 
to air passage. Transillumination in a dark room and the 
use of the x-ray by the displacement method usually 
clinches the diagnosis. 


*Delivered before the E.E.N.T. Section of the Thirty-Nin 
A.O.A, Convention, Cleveland, 1935. 
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Since the maxillary sinus is often involved, I shall 
discuss the intranasal technic which may be used to clear 
up inflammation in this sinus.. 


The most important thing to do, first, is to re- 
establish drainage, as most cases of maxillary sinusitis, 
if not of too long standing, will clear up with the estab- 
lishment of drainage, which brings about improved venti- 
lation. The methods used a few decades ago to accom- 
plish this were varied and many. But about the first 
procedure that doctors attempted was to pass a probe 
or cannula through the natural opening. Another pro- 
cedure was to remove the anterior one-third of the 
middle turbinate under which the ostium of the maxillary 
sinus opens. If this accomplished the desired result, that 
was as far as the ear, nose, and throat specialist went, 
but if this procedure did not cause the sinus to drain, 
then the physician endeavored to open the blocked 
ostium or enlarge it. This gave temporary relief, but 
almost always left a troublesome sinus. 


A later method consisted of establishing drainage 
by puncturing the sinus near its floor through the nasal 
wall under the lower turbinate. This technic did not 
prove any better than the middle turbinate operation, 
because the opening, as a rule, did not stay open long 
enough to eliminate infection in the sinus, and I believe 
successive openings only made matters worse. 


Considering the anatomy of the sinus, it is a fact 
that the sinus lining contains very little lymphoid tissue. 
It is therefore a poor medium for bacteria. Also since 
the sinus is fairly well protected from bacterial invasion 
externally, it is not susceptible usually to primary infec- 
tion. In that respect, it is like the urinary bladder, the 
thyroid gland, heart, teeth, and mammary glands. They 
do not become inflamed or infected until inoculated 
repeatedly over a long period from contaminated blood 
or lymph. It may therefore be stated that if the original 
source of the bacteria elsewhere in the body is finally 
eliminated, the sinus lining membrane, like the other 
tissues named, will overcome the infection. 


It is astonishing how few body tissues are really 
primary culture stations. Those that may be considered 
as such are found in Waldeyer’s ring, i.e., that ring of 
lymphoid tissue formed by the lingual, pharyngeal, and 
faucial tonsils. I believe that after all has been said 
and done concerning these tissues, we are just beginning 
to appreciate the extent of their detrimental effects on 
other tissues of the body. I might add here, by way of 
warning, that the infected tubal tonsil, if neglected, is 
just as vicious in its toxic effect on the system as either 
faucial or pharyngeal (adenoid) tonsils. 


I have practically abandoned any method of force- 
fully opening the sinus or entering the sinus to estab- 
lish ventilation, drainage and antisepsis until I have 
exhausted every means to reconstruct the passages of 
the nose and have removed infection from Waldeyer’s 
ring. 

I think the idea of removing the anterior one-third 
of the middle turbinate was simply to clear obstruction 
from the mouths of the ostii of the sinuses and I believe 
that principle was right. However, to accomplish this 
purpose, I do not believe such a radical procedure as 
removing the turbinate is necessary. Most practitioners 
have had patients complain of bad effects from this 
operation. 


I believe to clear or reconstruct the space back 
of the middle turbinate is all that is necessary in a 
great majority of cases to relieve most of the maxillary 
sinus trouble. However, sometimes we find it necessary 
to do a submucous resection to remove a crowding spur 
or bent septum from the turbinate. The obstructions 
back of the turbinate may be adhesions or granular 
tissue, polypi, or a hypertrophied mucous membrane. 


Under the anterior one-third of the middle turbinate, 
there are openings from three or four sinuses such as 
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the anterior, the maxillary, and one or more anterior 
ethmoidal cells. The mouth or ostium of each duct 
contains a certain amount of lymphoid erectile tissue. 
Under many conditions all the anterior group of sinuses 
could be blocked by trouble in any one of them. That 
is, the swelling of one ostium could block the ventilation 
and drainage of all the others. 


To clear and reconstruct this region is the problem. 
To accomplish this, I pass a small metal finger or blunt 
curet of the proper shape and size under and back of 
the turbinate. In mild cases this may be done under a 
topical anesthesia. The number of treatments necessary 
depends on the severity of the case. However, where 
much obstruction is present, especially adhesions, it is 
necessary to use a short general anesthesia such as may 
be accomplished with Soemnoform. Four or five pairs 
of different sized blunt curets should be on hand, because 
the space in some patients is two or three times as 
large and deep as in others. Also, the instruments for 
operation should be heavier and stronger than those 
used for treatments after operation or those used under 
local anesthesia. The simplicity of instruments and their 
application appeals to me. Also the good results on such 
a high percentage of cases are very gratifying. 


I wish to discuss this method of normalizing or 
clearing space back of the middle turbinate because 
not much is written about it. The instruments have been 
remodeled several times as to shape and size and still 
can be improved. The technic of the application of 
instruments is constantly being refined as I learn to 
adapt them to different conditions. 


Often a few applications of this technic will per- 
manently relieve severe headache by establishing ventila- 
tion and drainage in sinuses that have had more radical 
operations with little or no improvement. 


This technic secures much better results for me in 
the chronically infected middle turbinate cases than does 
either ionization or coagulation by the electric needle. 
It causes relatively little scar tissue formation and 
leaves the turbinate normal. 

This chronically infected middle turbinate, when 
considerable turgescence is present, has a blocking effect 
on the ostium of the maxillary sinus as well as obstruct- 
ing drainage to its own infected cells. It is very enlighten- 
ing to learn that these cells in the middle turbinate 
have their openings on the back of the turbinate and 
therefore constitute one more difficulty and one more 
reason for more attention being given to clearing this 
space. 

The many different kinds of operations and treat- 
ments which have been applied to this middle turbinate 
are almost as varied (and also as futile) as those directed 
at the maxillary sinus. 


The early treatment was removal of the anterior 
one-third. Next came ionization by galvanic current 
and coagulation by the electric needle. A later method 
was to break the turbinate at its attachment to the side 
of the nose. Sometimes this was done by crushing it 
outward to the side of the nose and at other times 
breaking it inward toward the septum. 


These many different kinds of treatment in recent 
days indicate that we have not found the correct treat- 
ment for the swollen, troublesome middle turbinate. The 
ideal thing to do is to remove infection and turgescence 
of the turbinate, thereby removing pressure of this 
body from the picture and also leaving a normal tur- 
binate for protection to sinus ostia in this same area. 
Practically all the work of the doctor directed at this 
turbinate is for the relief of sinuitis. 


The summation of this paper is simply this: The 
cause of sinuitis is positive, not negative. It is an active, 
living agent that will tear down a normal system if not 
interferred with, rather than being a devitalized system 
unable to cope with normal conditions. If sinuitis does 
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not respond to the necessary operations and treatments 
confined to nose and throat, it is necessary to locate 
and remove the active agent or focus of infection else- 
where in the body which can be perpetuating sinuitis. 
Failure to do this can render futile any operation or 
treatment including simple or radical operation on the 
sinus by the most skillful. I make a plea that the ab- 
normalities in the vicious circle back of the causes of 
middle turbinate and maxillary sinus disorders be given 
more careful consideration, and I offer a technic for 
reconstructing this area that seems to get very satis- 
factory results. 
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RECTAL ABSCESSES* 
MABEL ANDERSEN, D.O. 
Kansas City, Mo. 


Rectal abscesses, together with their sequelae— 
fistulae—constitute about 25 per cent of rectal affec- 
tions. No age is exempt, but the majority of rectal 
abscesses are encountered in adults between 20 and 45 
years of age. 


Etiology.—Some of the predisposing causes are: 
sedentary occupations, exposure, constipation, low 
vitality, wasting diseases, diabetes, tuberculosis, stric- 
ture, obstructive cancer—in fact any condition which 
lowers the vitality of the tissues in this region. Some 
of the exciting or direct causes are: infection entering 
through an open sore, fissure, ulcerated torn crypt; in- 
jury, abrasion, or tear of the tissues produced by consti- 
pation, a kick, falls, insertion of enema tips, instru- 
ments, foreign bodies; and unhealed rectal incisions. 
Also, infection may gain entrance through the hair 
follicles and sebaceous glands of the perianal skin; 
through extension of infection from the urethra, pros- 
tate, and seminal vesicles in the male, from the pelvis 
and vaginal structures in the female; from infection 
of pilonidal sinuses, and through metastatic infection 
from some other part of the body. 


Pathology.—The infection usually travels by direct 
extension through the loose, areolar tissue in this region, 
which is abundantly supplied with blood vessels and 
lymphatics, or through the lymphatics, causing a de- 
struction of tissue and a circumscribed inflammation 
and abscess. The pus burrows in the direction of least 
resistance. 


Quoting from Drueck:* “The rectum at all times 
harbors hordes of infective microorganisms, and the 
process of osmosis from the rectum certainly absorbs 
their toxins, while doubtless at times the germs them- 
selves pass through the rectal wall by way of lymph- 
atics. It is a common thing in making rectal examina- 
tions to find sensitive points on one side or other of 
the rectum when there is no apparent intrarectal lesion. 
Sometimes it is difficult to differentiate between muscu- 
lar rigidity and tissue congestion. In still other 
instances the invasion is greater and the infection is 
diffuse or circumscribed and may end in abscess. This 
fatty areolar tissue is the least resistant of the body 
structures. The fat globules apparently [make] the 
best nutrient media for microorganisms (the colon and 
tubercle bacilli and the pyogenic cocci), and they soon 
fill the acini instead of the fat cell.” (p. 19) 


Recurrent Rectal Abscesses——When a patient has 
recurrent rectal abscesses in the same region after 


* Delivered before the Proctology Section of the Thirty-Ninth 
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giving what we consider the proper treatment, the 
first thing that occurs to us is that there is an internal 
opening that we failed to find. This may not always 
be the case. Referring again to Drueck,’ we quote the 
following: 


“It is a common experience that individuals who 
have suffered perirectal infections and fistulae are 
sometimes subject to recurrence of acute inflammation 
for considerable periods after their apparent complete 
healing. This principle was emphasized by experience 
with wounds during the war. It was learned there, that 
corrective and cosmetic operations on scars of battle 
wounds that had been originally infected were very 
apt to relight the previous activity of the infection, 
sometimes with disastrous results. Accordingly, it be- 
came a generally accepted rule to postpone any such 
contemplated improvement in scars for a period of at 
least a year after the final healing of the original 
wound. 


“About the anus recurrent abscesses may develop 
in tissues that were formerly operated on but which 
have apparently completely returned to normal in that 
interval. One must consider several possibilities in an 
attempt to reach an explanation of these facts. In the 
first place, it may be a mere coincident that an abscess 
should pick out for its locus the scar of the former 
operation, just as an abscess may occur from various 
causes in any other portion of the body. This explana- 
tion is mentioned merely to include all the possible 
theories to account for such occurrences. It will not 
impress many as being highly probable. The second 
and a much weightier explanation is, that scar_ tissue 
anywhere is a less resistant structure than normal tis- 
sue to the development of infection, and that this recur- 
rent abscess may not be in the strict sense recurrent; in 
other words a new infection may select scar tissue be- 
cause of the known susceptibility of scar injury of any 
sort. 


“A third conception is that the tissues harbor in the 
site of the scar a persistent contamination with living 
organism during all the period of apparent quiescence. 
During this period the virulence of the bacteria is so 
feeble and the general and local health of the tissues is 
so good, that a condition of balance is maintained, per- 
mitting the organisms to remain alive and presumably 
to multiply sufficiently just to sustain themselves, but 
on the other hand keeping them in such check that 
they are unable to cause any clinical symptoms of 
trouble. Then for some reason this balance is disturbed. 
This reason may conceivably include a great many pos- 
sibilities concerning the local or general health of the 
tissues or the virulence of the organism. As a result 
of the disturbance, the bacteria take on renewed activ- 
ity, become sufficiently virulent to give rise to acute 
inflammatory changes, and the clinical development of 
an abscess results. It would be unnecessary to attempt 
a detailed consideration of all the possible occurrences 
that may cause the balance to be upset: One at once 
thinks of general illness that lowers the health of the 
patient, of local injuries to the scar, and of changes 
in the body chemistry disturbing the intricate system 
of resistance to infection. 


“The point we wish to emphasize is that tissues 
once infected may harbor for a surprisingly long period 
organisms still potentially virulent, and that for years 
afterward renewed suppuration may take place.” (pp. 
7-9) 


Symptoms.—There may be constitutional disturb- 
ances or the symptoms may be entirely local. There 
may or may not be a definite chill, followed by fever, 
leucocytosis, headache, malaise, and albuminuria. The 
local symptoms are pain, swelling, redness, bowel and 
bladder disturbances. Symptoms vary to some extent 
with the type and location of the abscess, which will be 
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mentioned later. The neighboring lymph glands are 
usually involved. 


Treatment.—The treatment that applies in general 
to all rectal abscesses is free incision and drainage. 
Hot fomentations may be used at the onset, but the 
abscess should be opened and drained as soon as the 
diagnosis is definitely made. Under general anesthesia 
of ethyl chloride, I make an incision as long as the 
widest part of the abscess cavity (an incision which 
seems large at the time of operation is considerably 
smaller the next day). I then insert the gloved index 
finger to explore the cavity and gently break down any 
compartments. The deeper abscesses are often honey- 
combed in type instead of being in one cavity. One 
should be gentle in this manipulation so as not to spread 
infection into healthy tissue. I do not use a metal 
curet. I swab the cavity well with an antiseptic, e.g. 
phenol, followed by alcohol and then insert a drain. 
If there is free bleeding, I pack the cavity tightly the 
first time. After the first dressing, I use a very small 
wick of gauze for drainage. At the time of opening 
the abscess I make no attempt to find an internal open- 
ing, but wait a few days until the inflammation, ten- 
derness, and discharge has subsided. But, at some time 
before the external opening has closed, I make a 
thorough examination to determine whether there is an 
internal opening, and the extent of the tracts and open- 
ings. Clemons and Scoresi’ often depend only on the 
use of phenol locally as an anesthetic and describe their 
technic as follows: 


“The patient is placed in the lithotomy position, 
the buttocks are shaved, washed and painted with tr. 
iodine. The blade of a dry sterile scalpel is dipped in 
pure carbolic acid. The point of the back of the blade is 
then passed over the crescent-shaped line of intended 
incision, in the most prominent part of the swelling, 
so as to mark it with phenol, thus anesthetizing the 
skin. A few seconds later the instrument is dipped 
again in the carbolic acid and the tissues are incised 
very slowly and gently, the scalpel being moved up and 
down as in cutting with a saw. When blood appears, 
a sponge is used or blunt artery forceps are applied, 
if necessary. The scalpel blade being dipped in the 
phenol as often as required, in order to keep deposited 
on its cutting edge a film of carbolic acid as it comes 
in direct contact with the tissues as they are cut, thus 
anesthetizing them... . 


“In selected cases this is a most satisfactory pro- 
cedure, devoid of danger and it is the easiest method 
of anesthesia to apply, and is the one which can be 
relied upon in all cases, as it is always successful, even 
when the tissues are most inflammed and in cases in 
which either local anesthesia is not possible or general 
anesthesia is contra-indicated. .. . 


“Painless incisions of abscesses by the use of the 
carbolized scalpel, on account of the slight cauterization 
of the incised tissues produced by the action of the 
phenol, do not close as rapidly as incisions made with 
the untreated knife. This is a very great advantage 
when opening abscesses about the anus, because their 
cut edges do not immediately adhere thereby making 
packing of these wounds unnecessary, thus the com- 
plete cure is rendered more easy, painless and rapid.” 


Sometimes it is of great aid to dilate the sphincters 
after the abscess is opened. 


Diagnosis and treatment more in detail will be 
discussed according to the following classification of 
rectal abscesses: 


I. Circumscribed (Localized, walled-off infection). 
(a) Superficial (Infralevator): Those ab- 
scesses which are superficial, or below 
the pelvic diaphragm or levator ani 

muscle. 


if 
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(1) Cutaneous (Tegumentary) 

(2) Marginal (Submucocutaneous) 

(3) Ischiorectal 

(b) Deep (Supralevator): Those which are 
found in the superior pelvirectal space, 
above the levator ani muscle. 

(1) Retrorectal: Above levator ani mus- 
cle and posterior to the rectum. 

(2) Superior Pelvirectal: Above levator 
ani muscle and anterolateral to the 
rectum. 

(3) Mural (Submucous or interstitial): 
Those found just beneath the rec- 
tal mucosa. 

(c) Pilonidal Abscess 
(d) Tuberculous 
II. Diffuse (Septic Periproctitis). 


I. CIRCUMSCRIBED ABSCESSES 
INFRALEVATOR 

(1) Cutaneous.—This is usually a folliculitis or 
infection of the perianal skin through the hair fol- 
licles. It is confined usually to the skin. Cleanliness is 
essential to limit the spread of infection. The region 
should be cleansed thoroughly and painted with a good 
antiseptic. The small abscess should be opened with 
a scalpel and the cavity carefully swabbed with phenol 
followed by alcohol. 


(2) Marginal.—Here there is a_ circumscribed 
superficial collection of pus beneath the skin at the 
anal margin. It usually results from infection through 
a break in the mucocutaneous lining of the anal canal. 
Pain is usually of a rather severe, throbbing character 
on account of the grasp of the sphincter muscles. 
Treatment is the same as that given under general 
wreatment for rectal abscesses, i.e., thorough cleansing, 
incision, swabbing the cavity, followed by antiseptic 
dressing, daily applications of hot packs or hot sitz 
baths. 


(3) Ischiorectal.—This infection is usually rather 
deep seated at first; later it burrows in the line of least 
resistance which is toward the surface. If neglected, it 
may rupture into the anal canal between the sphincter 
muscles, or burrow through the posterior cellular space 
into the ischiorectal fossa of the opposite side, resulting 
in a horseshoe fistula. The gases that sometimes rush 
out when the abscess is opened do not always mean that 
there is a connection with the bowel; these gases may 
be the result of bacterial life within the abscess and the 
pressure is due to their pent-up condition. 


When both ischiorectal fossae are involved, the 
surgeon’s ingenuity is often taxed, because the posterior 
connecting tract must be drained. It would not be good 
technic to incise both cavities and also the posterior 
connecting sinus. One may open the posterior cavity 
widely and insert a drain into each lateral pocket. It 
is well to make a curved incision between the anus and 
coccyx, exposing the whole posterior connecting tract, 
and put a large drainage tube into either side. The 
most frequent complication is that the resulting scars 
may become so depressed about the anus that fecal 
matter is frequently lodged in them and is difficult to 
remove. 

SUPRALEVATOR ABSCESSES 

The deep rectal abscesses are more serious and 
present greater difficulties than the superficial ones, but 
fortunately, they are rare. They develop in the loose 
cellular tissue between the peritoneum above and the 
levator ani muscles below. This space is divided into 
the posterior (retrorectal) and anterolateral (superior 
pelvirectal). An abscess in one space shows little ten- 
dency to invade the other. 


(1) Retrorectal——This is caused by any rectal 
ulceration, necrosis of sacrum or coccyx, perforation by 
a foreign body, abdominal or pelvic abscess and by 


RECTAL ABSCESSES—ANDERSEN 583 


metastatic infection following trauma in this region. 
The symptoms are more or less vague at first. There is 
a feeling of fullness and discomfort in the rectum, and 
sacral or sciatic pain may be complained of. Usually 
there is temperature, malaise and other systemic 
symptoms. External palpation above the anus elicits 
some tenderness. Digital examination inside the rectum 
gives more information, usually disclosing a boggy or 
fluctuating swelling on the posterior rectal wall. If the 
abscess is not properly opened early, it may rupture 
into the rectum, or break through the levator ani 
muscle, separating its fibers, and open into the ischiorec- 
tal fossae and finally out through the skin. 


When there is a suspicion that a deep pelvirectal 
abscess is forming, it should be watched very closely 
and opened and drained as soon as pus can be demon- 
strated. Frequent digital examination should be made 
inside the rectum, so that the abscess may be opened 
before it is allowed to rupture on the inside—a very 
undesirable thing to have happen. One cannot depend 
on external appearance, palpation, etc., to determine 
when incision should be made. On account of the 
abscess forming in deep from the surface, there will not 
be found the usual type of swelling, pointing or fluctua- 
tion. There will usually be some redness, a general 
swelling, tenderness on deep pressure and a pitting on 
pressure over the abscess cavity. If in doubt as to 
whether there is a pus cavity, it should be proved or 
disproved by the use of the aspirating needle. To open 
the cavity, a crescentic incision may be made between 
the anus and coccyx. Some operators do not agree with 
this for the reason that the attachment of the sphincter 
muscle to the coccyx is divided, its efficiency is impaired 
and a mutilating scar results, but prefer an incision 
through the ischiorectal fossa. The after treatment is 
the same as already given for rectal abscesses. 


(2) Superior Pelvirectal.—The etiology and symp- 
toms of this abscess are very similar to those of the 
retrorectal abscess—weight in the pelvis, patulous anus 
or constipation and bladder symptoms. Differential 
diagnosis is to be made from a prostatic abscess in the 
male, and from pelvic abscess in the female. Digital 
examination again is of much value here. If, on 
catheterizing the male, the bladder is easily entered 
and the urine is clear, prostatic abscess can be ruled out. 
In the female, a vaginal examination will usually dis- 
close the condition of the uterine adnexa and parame- 
trium, giving a clue to the true conditions. If this type 
of abscess is unrecognized or neglected, the prognosis 
is grave, due to the danger of burrowing of the abscess 
or its rupture into the peritoneal cavity, bladder or 
rectum. Here, again, the condition should be watched 
closely, and the abscess opened early. 


Surgical drainage is the only treatment. Incision is 
made through the ischiorectal fossa. A practical rule is 
that any abscess that can be palpated per anum can 
be opened through the perirectal tissues. A long antero- 
posterior or crescent-shaped incision is made down to 
and through the levator ani muscle until pus begins to 
flow. Thereafter, blunt dissection is used. The cavity 
is explored with the finger. If the fibers of the levator 
ani are merely separated, the opening has a tendency 
to close before the cavity has healed. Drainage tubes 
or gauze wicks are used for a week or longer; cleanli- 
ness, hot sitz baths and other postoperative measures 
are used. 


(3) Mural or Submucous.—Yeomans’ claims that, 
strictly speaking, this is the only abscess of the rectum 
proper. It occurs in the submucous connective tissue 
between the mucous and muscular coats, usually in the 
lower three inches of the rectal wall. It usually follows 
an ulceration or injury to the rectal mucosa. 


The symptoms are: fullness in the rectum, dull 
ache and throbbing, and occasionally increased tempera- 
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ture. A thrombotic internal hemorrhoid may be mis- 
taken for a submucous abscess, but there is no elevation 
of temperature unless infection is superimposed upon 
the thrombotic pile. The aspirating needle may help 
in differential diagnosis. 


It is claimed by some that if the abscess opens 
spontaneously at the pectinate line, it should be kept 
under observation, as half of them will heal without 
interference. Others do not agree with this. A more 
sure method of obtaining good results is to split the 
mucosa the full iength of the abscess cavity and pare 
off part of its margins. One must be well prepared to 
control all bleeding, as it may be troublesome. After- 
care consists of packing tightly perhaps at first, and 
after the first few days the application of antiseptics 
and the exploration and smoothing out of the tract with 
the gloved, lubricated finger. 


PILONIDAL ABSCESS 


This type of abscess is the result of an infection 
in a pilonidal cyst or sinus. The treatment is to open 
and drain the abscess, and later to remove surgically 
the entire region involved by the sinuses and cyst. 


TUBERCULOUS ABSCESS 


A tuberculous abscess is commonly of the marginal 
type. Its course is usually slow and the symptoms are 
mild. A small perforation appears on the skin accom- 
panied by a pale, watery discharge. The slow onset, 
the appearance of the abscess, character of the dis- 
charge and the finding of a tuberculous focus elsewhere 
will help determine the diagnosis. A microscopical ex- 
amination or culture may be necessary. 


The treatment is to open and drain the cavity in 
the usual manner. The cavity should be thoroughly 
seared with phenol followed by alcohol or with the 
actual cautery to seal the lymphatics. 


II. DIFFUSE ABSCESSES 


The diffuse inflammatory infections in the rectal 
region together with their possible severe complications 
present a real problem for the proctologist. The onset 
is sudden and violent, quickly followed by a chill, high 
temperature and fast, toxic pulse. The entire anal 
region quickly becomes red, swollen, and extremely 
tender and the patient is very ill. 


Treatment consists of the usual supportive meas- 
ures together with local applications of a continuous hot 
water bath, hot boric fomentations, Carrel-Dakin solu- 
tion, or the Elliott system of continuous irrigation, 
until the infection is localized. The treatment then is 
surgical drainage. 
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The State Compensation Commissioner is presumed 
to administer the Workmen’s Compensation Law in an 
impartial manner for the best interests of the injured 
worker. He should, therefore, know what is the best 
treatment for all types of injuries. How many have been 
told what is the proper treatment for back injuries? 


Osteopathic physicians should cooperate in demon- 
strating the proper treatment for this disabling and ex- 
pensive injury to workers, employers, and insurance men. 
All concerned would benefit from such a demonstration. 
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A.O.A. AND FOUNDATION-RESEARCH INSTITUTE 
AMALGAMATE 

The Board of Trustees of the A. T. Still Osteopathic 
Foundation and Research Institute held their annual 
meeting in New York in connection with the fortieth 
annual convention of the American Osteopathic Associa- 
tion, July 20 to 24. After considerable discussion and 
deliberation, the Board reached a decision that seemed 
for the best interests of the profession and for the preser- 
vation of the funds at its disposal. It was thought wise 
to tender an offer to the American Osteopathic Associa- 
tion for the latter to take over the duties and responsi- 
bilities, and the liabilities and assets of the Foundation- 
Research Institute. Accordingly, it proposed such an 
amalgamation of interests to the Board of Trustees and 
the House of Delegates of the American Osteopathic 
Association. After considerable discussion and investiga- 
tion, the Association accepted the offer. The transaction 
will be completed as soon as legal matters connected with 
the transfer are taken care of. 


The American Osteopathic Association is not in a 
position to say what the program for liquidating the 
financial affairs of the old institution will involve, nor 
is it possible, now, to announce the plans for carrying out 
the previously announced program of the Foundation- 
Research Institute. 


The Board made sure of the continued services of 
Louisa Burns. 


It is confidently expected that a plan can be evolved 
whereby the support of the profession—morally, profes- 
sionally, and financially—will be warranted in the con- 
summation of the purposes for which the original organi- 
zations were formed, but it must be realized, also, that 
new plans cannot be evolved and put into operation 
at once. It will take time to build a solid substantial 
effort which characterized the movement originally. 

R. C. Me. 


Communications 


SOLVING TREATMENT TABLE COVERING PROBLEM 

The following letter was received in answer to plea pub- 
lished in the July JourNat for suggestions regarding sanitary 
methods of procedure whereby the entire treatment table top 
may be covered with a sheet for each patient: 


For the past three years we have used individual 
white muslin sheets, 36 inches wide and 72 inches long. 


Each patient is given a sheet (female patient, a sheet 
and a pair of two-piece seersucker pajamas). The sheet 
is folded in half and is used on the upper part of the 
McManis treatment table. When patient is placed face 
down, the sheet is folded back under the chest and a 
paper napkin is used for the forehead. When the patient 
is placed on his back or side, pillow is placed under the 
head and the sheet is then pulled up over the pillow. 

When the patient is taken to another room for 
physiotherapy or whatever other treatment is needed, the 
sheet is taken along and placed full length on the treat- 
ment table. 


After the patient is finished, the sheet, pajamas, or 
any other small towels used in the treatment are placed 
in a large manilla envelope, (legal size which can be 
purchased at the 5 and 10 cent store for 5 cents each). 
Name is put on the envelope and it is then filed away 
until the next treatment, at which time the patient is 
handed the envelope. Sheets and pajamas are changed 
according to the times used. If only one treatment is 
necessary, the sheet is then placed in the laundry bag. 

This method has proven very satisfactory and pa- 
tients are very much pleased with the system. 
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*A Survey of Some of the Mechanisms and Processes 

Through Which Abnormal Spinal Mechanics Can 
Produce Local and Remote Effects 


In this article Long has correlated the important 
experimental and clinical data concerning the physiolog- 
ical processes through which mechanically embarrassed 
vertebral joints may produce their local and remote 
effects. Mechanical embarrassment, he says, may result 
from direct injury as in strain or sprain, from faulty 
posture, from certain diseases (poliomyelitis, obesity), 
affecting spinal muscles, from developmental anomalies, 
from reflex causes interfering with normal function of 
spinal muscles, and from actual subluxation. 


The principal feature of mechanical embarrassment 
is found in restricted articular motion. Previous roent- 
genologic studies performed by the author and P. T. 
Lloyd? failed to show any lesioned articulation that did 
not have some motion. The fundamental factor in a 
lesioned joint is that motion is obtained in other than 
normal planes. 


Early changes locally or remotely are induced by 
forces set in motion when normal physiological move- 
ments are embarrassed. Locally these changes have to 
do principally with disturbed water balance (edema) and 
altered chemistry (acidosis). These changes occur before 
the stage of acute inflammation is reached, and, in fact, 
that stage may not have to be reached in order that 
remote tissues may be affected, as Long shows later in 
the article. 


To understand the local effects that result from 
tissue trauma, certain fundamentals of capillary function 
must be studied. It is believed that the caliber of the 
capillary is regulated in three ways: nervous regulation 
by central nervous system reflexes, (b) local (chemical) 
regulation by the production of a histamine-like sub- 
stance in the tissues causing capillary dilatation and in- 
crease in permeability, and (c) hormone regulation by 
adrenalin and pituitrin in the blood stream. 


Alterations in capillary permeability have much to 
do with the production of edema. Loss of plasma pro- 
teins from the capillary decreases intracapillary osmotic 
tension and increases it in the tissue spaces with resultant 
loss of fluid from the capillary to the tissues. 


The nervous control of the capillary is not easily 
explainable. The author suggests the possibility that 
afferent impulses, disturbed in their rate of discharge, 
might produce a central inhibitory state in neurones 
involved in maintaining tonus through Rouget cells, thus 
resulting in capillary dilatation. 


tLong, F. A. and Lloyd, P. T.: The Use of the Roentgen Ray 
in the Study of Vertebral Mechanics with Special Reference to 
Its Adaptability in Osteopathic Procedure. Scientific Supplement 
to Osteopathic Digest, 1 (Nov.-Dec.) 1:1-16. Reviewed in Jour. 
Am. Osteo. Assn., 1936 (Jan.) 35:265. 
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Of even greater importance than the nervous and 
chemical reactions occurring at or near the tissues of the 
vertebral articulations suffering from faulty mechanics, 
are the changes produced in tissues and organs remote 
from the spinal region, but related to it through innerva- 
tion. 


The mechanism whereby alterations in joint struc- 
ture must operate to produce variations in capillary cal- 
iber in remote tissues is the spinal reflex. Long describes 
this reflex as follows: 

The first neurone involved in the refiex has its cell in the 
dorsal root ganglion, a peripheral process to the spinal joint sur- 
faces and periarticular tissues which acts as receptor, and a 
central process entering the cord over the dorsal (afferent) root 
of the spinal nerve. Central collaterals of this afferent fiber trans- 
mit the impulse to the intermediolateral cell groups of the 
thoracic and upper lumbar portions of the spinal gray either 
directly, or through one or more interposed association neurones. 
The peripheral fibers of the cells in the intermediolateral columns 
leave the cord over the ventral root to enter the sympathetic 
system over white rami communicantes to the lateral chain 
ganglia. Vasomotor cetis for the arterial, arteriolar, and capillary 
vessels are contained in either lateral or collateral sympathetic 
ganglia. The connector (preganglionic vasomotor) fibers from the 
cord end in relation to these vasomotor cells which constitute the 
effector neurones of the reflex arc. 


Much more needs to be known, Long says, concern- 
ing capillary circulation and control, but the same 
mechanism probably applies here as locally, i.e., some 
disturbance in rate of discharge of impulses caused by 
poor mechanics in the joints results in a central inhib- 
itory state induced in the intermediolateral column of 
cells in the spinal cord (vasomotor connector neurones) 
which prevents the normal outflow of vasomotor im- 
pulses; the end result is capillary dilatation from lack of 
tonus. 


In substantiation of his statement that disturbances 
in local and remote tissues occur at about the same time 
following joint lesion, Long cites the experimental work 
done by Burns et al. Local changes, therefore, do not 
have to be well established in order to set in motion 
forces which can disturb remote tissues. These local 
changes, however, are important factors in preventing a 
return to normal condition of remote tissues. 


In addition to the changes in circulatory function 
locally and in remote tissues, Long discusses the dis- 
turbances that take place in the physiological activity of 
organs related to the faulty articulations by innervation. 
These physiological activities are under the control of the 
vegetative nervous system. To the parasympathetic part 
of the vegetative system are given over those functions 
such as maintenance of nutrition, secretion, etc., of the 
organism, while to the sympathetic part is given the 
important function of protecting the organism from 
harmful forces. It is the latter part that is largely in- 
volved in reactions to abnormal spinal states. Long 
describes the manner in which impulses break down the. 
barrier (synapse) ordinarily erected by the vegetative 
(intermediolateral) connector neurone and overflow from 
the somatic level to the vegetative. He refers to experi- 
mental studies other than those performed by osteo- 
pathic physicians, to show that spinal changes produce 
effects in tissues supplied by vegetative nerves. “The 
manner in which the spinal abnormality can induce the 
changes within the cord has not been made clear, but it 
probably involves in part at least, chemical and nutri- 
tional alterations occasioned by capillary changes produc- 
ing disturbance in chemical balance and edema which 
might well alter cellular and synaptic nutrition.” 


The nutritional state of a nerve fiber depends upon 
its nerve cell body. If the cord cells are affected by bad 
spinal mechanics, nutrition is reduced or altered and the 
fibers will transmit impulses of less strength than they 
would under conditions of normal nutrition. “The nerve 
fiber responds in an all or none fashion; that is, if it 
responds at all to a stimulus it will be to its maximum 
capacity to do so.” The functions subserved by these 
fibers (in the case of visceral efferent to lateral, collat- 
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eral, or terminal sympathetic ganglia) would be de- 
creased 


In his concluding paragraphs Long takes up the 
question whether in a joint lesion actual pressure on 
nerve fibers, either by tissues under tension or struc- 
turally altered, or by edema, can produce the effects 
noted in remote tissues. The idea of direct bony pressure 
has long ceased to receive serious consideration. He cites 
experiments that have been performed which show that 
if an impulse gets through a depressed section of a nerve 
fiber at all, it regains its former strength. Therefore, the 
pressure must be sufficient to prevent completely the 
passage of impulses. “That pressure to this extent ac- 
tually exists in the spinal lesion or other spinal alteration 
of a like nature has yet to be proved... . It is probably 
not, then, upon the fiber that the pressure present in the 
spinal area produces its maximum effect, but upon the 
cell body and synapse.” 
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Golf at the Annual Convention.—p. 132. 
Lacerated Uteri. George J. Conley, D.O., 


Kansas City, Mo.—p. 
ey Depressive Psychoses. R. H. Wahl, D.O., Macon, Mo., 
M ie to our Seniors. Margaret Jones, D.O., Kansas City, 
0.—Pp 
Questions Fortayuing to Tuberculosis. W. B. Gould, D.O., 
Denver, Colo.—p. 141 
Amebie Dysentery. Yale Castlio, D.O., Kansas City, Mo.— 


Missouri ‘‘Show Me" State.—p. 145. 

Modern Miracles. Wallace M. Pearson, A.B., B.Sc., D.O., 
Kansas City, Mo.—p. 146. 

Excerpts from the Aesculapian. Medicine as Practiced by the 
Chinese. Mr. W. F. Lee, Kansas City, Mo.—p. 153. 


*The Depressive Psychoses. 
pressive psychosis is only one of many other possible 
mental states of any major mental problem. An early 
manifestation of this psychosis in children might be 
called moodiness. In adult life it might be called mel- 
ancholia. The condition occurs commonly between the 
ages of 20 and 50 years. The cardinal symptoms are, 
first, difficulty of thinking; second, psychomotor retarda- 
tion; third, emotional depression. 


Wahl appends a case history to his discussion. Treat- 
ment of this patient (a woman) consisted of correction 
of osteopathic joint lesions, special diet to improve nutri- 
tion, the establishment of regularity in elimination (pa- 
tient was badly constipated) and other hygienic meas- 
ures. She was encouraged to associate with others. 
Psychotherapy included frequent frank discussions with 
a member of the staff about the significance of certain 
symptoms of which she complained. After eight weeks 
she became more cheerful and otherwise sociable. After 
three months’ treatment she was discharged and returned 
home, her mental state being normal. 
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Ununited Rpiphzees of Transverse Processes of First Dorsal 
Vertebra. Dain L. Tasker, D.O., Los Angeles.—p. 5. 

Pituitary-Like Gonadotropic Hormones. Mary L. Le Clere, 

D.O., Los Angeles.—p 

*Technic for Displaced Semiiuner Cartilage. Bruce S. Collins, 
D.O., Santa Monica, Calif.—p. 9. 

Acute Purulent’ Otitis Media. Jacquelin Bryson, Los An- 
geles.—p. 10. 

Program of Cteraia Osteopathic Association Convention, 
June 22 to 26.—p 

Editorial: a Research Attacks Osteopathy.—p. 15. 

General News.—p. 16. 


*Technic for Displaced Semilunar Cartilage.—Collins 
says that about 90 per cent of the displacements of the 
semilunar cartilage of the knee joint involve the medial 
meniscus. The objects of treatment are (1) to replace 
the meniscus in proper position and (2) to secure proper 
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relationships between the condyles of the femur and the 
articular surfaces on the head of the tibia. The technic 
for a displaced cartilage of the left knee joint is given 
as follows: 


With the patient supine, the operator stands on the side of 
the lesion, takes the patient's left leg and places the ankles be- 
tween his body and left arm. Place the left thumb on the 
tibial collateral ligament. Place the right thumb on the border 
of the lateral meniscus, by first taking a position between the 
head of the fibula and the lateral condyle of the tibia, then 
move the thumb upward and medially toward the patella about 
one inch. With the thumbs in position, the operator leans his 
body backward to bring traction and relax the knee joint. 

From this point we may proceed in one of two ways: (1) 
Circumduct the knee once in a small circle, and when the lateral 
side is reached for the second time, suddenly bring a combined 
medialward thrust with traction. (2) Carry the knee from side 
to side, and when relaxation is felt, suddenly bring a combined 
medialward thrust with traction. 


In either case the treatment is - . “¥- by having the pa- 
tient sit on the side of the table. Pert he then grasps 
the patient’s leg near the knee with his right hand and with 
left hand grasps the patient's ankle. Now rotate the leg slightly 
medially and extend it fully. This brings about a normaliza- 
= of the relationships between the condyles of the tibia and 
emur. 
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Quick, Watson—the Digitalis! John C. Button, Jr., D.O.., 
Kirksville, Mo.—p. 17. 
Osteopathic Education: A a Note. Harvey G. Swan- 
son, Rar D.O., Kirksville, Mo.— 
K.C.O.S. Surgical Clinics. Earl . 3 Laughlin, Jr., D.O., 
Kirksville, Mo.—p. 21. 
Oral Infection: A Danger Signal. Seth Thomas, D.DS., 
Kirksville, Mo.—p. 
“ Personalities in Practice. John C. Button, Jr., Kirksville, 
0.— 
News of Kirksville.—p. 28. 
Science News Notes. Wilborn J. Deason, M.S., D.O., Chi- 
cago.—p. 
Historical.— 
State and Dita Meetings.—p. 34. 
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General News.—p 

Editorial: The a= York Convention. H. E. Litton, D.O., 
Kirksville, Mo.—p. 11. 

Osteopathy and Fever Therapy. James Franklin Blanchard, 

4 Oph.D., Los Angeles.—p. 12. 

*First ‘Aid and’ Aftercare in Eye Burns. A. C. Hardy, D.O., 
F.LS.0.. Kirksville, Mo.—p. 15. 

Quick, Watson—the Dinitrophenol! J. C. Button, Jr., D.O., 
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+ ieeumaa Clinics. Earl H. Laughlin, Jr., D.O., Kirks- 
Mon 19. 
Oral Infection: A Danger Signal. Seth Thomas, D.DS., 
Kirksville, Mo.—p. 21. 
- we in Practice. John C. Button, Jr., D.O., Macon, 
0.—p 
Consumers’ Research sg Osteopathy.—p. 24. 
News of Kirksville.—p. 25 
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*First Aid and Aftercare in Eye Burns.—In case of 
eye burns, the general physician should give first aid and 
then remove the patient immediately to a hospital where, 
usually, a competent ophthalmologist may be obtained. 


In case of chemical burns, Hardy says that neutrali- 
zation in first aid work is impractical. The neutralizing 
agent may be just as harmful as the original chemical 
and very often the tears and other tissue fluids have al- 
ready diluted the chemical, if not actually neutralized it. 


The initial step in first aid treatment should be to 
cleanse the eye. A weak solution of sodium bicarbonate 
may be used as a cleansing agent, removing possible in- 
fection, dirt, and other irritating material. The second 
step should consist in filling the eye with sterile vaseline, 
or some other bland oil followed by careful bandaging. 
A drop of atropine sulphate (1 per cent solution) in the 
eye is advisable if the patient is unable to reach a hospi- 
tal for several hours. 


Hospital treatment consists of irrigating the eye with 
warm saline or boric acid solution. Fluorescein (a 2 per 
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cent staining solution) should be instilled and the eyes 
again irrigated. Definitely burned tissues will be marked 
out by the stain and the intensity of the stain indicates 
the probable depth of the burn. 

Further treatment involves the use of mercuric ox- 
ide, yellow, in a 1 per cent ointment to prevent infection 
or atropine sulphate (1 per cent solution or ointment) at 
frequent intervals to keep the pupil dilated if the cornea 
and iris have been injured. Also a liberal quantity of 
sterile vaseline should be kept in the eye to protect 
against friction, and consequent pain and further damage, 
and to prevent adhesions forming between raw surfaces. 
The eyes should be kept bandaged in between treatments. 
When the cornea has healed (no longer staining with 
fluorescein), the bandage may be removed and the eye 
protected with dark glasses. When the eye fully recov- 
ers, the patient should be checked for refraction and 
vision. 
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Current Medical Literature 
Abstracted by R. E. Duffell, D.O. 


Zinc Ionization in Nasal Allergy 

L. B. Bernheimer reports the clinical results ob- 
tained through zinc ionization in twenty-five patients 
suffering from hyperesthetic rhinitis and ten with sea- 
sonal hay fever as compared with the results obtained 
by the use of escharotics (trichloroacetic acid or phenol) 
in twenty individuals suffering from hyperesthetic rhi- 
nitis and ten others with hay fever. 


The ionization treatment consisted of the application 
of a galvanic current of from 15 to 20 milliamperes to 
a solution of zinc sulfate (either by gauze packing or 
in the form of a jelly) for a period of from 15 to 20 
minutes. The histologic changes in the mucous mem- 
brane of the nasal chambers following zinc ionization 
were similar to those found following the use of es- 
charotics. Periods of regeneration following treatment 
were also similar. 


The author reports that the clinical course of hyper- 
esthetic rhinitis was influenced in only 5 per cent of 
twenty-five patients who were treated with ionization. 
Slightly better results were obtained by the use of 
escharotics. The clinical course of hay fever was not 
altered by the use of either ionization or escharotics. 


The Crepe-Paper Bandage Versus the Sheet-Wadding Roll 

In orthopedic conditions requiring plaster casts, Al- 
fred J. Buka has found that the crepe-paper bandage is 
far superior to the sheet-wadding roll. The crepe-paper 
bandage possesses flexibility, resiliency, and softness and 
when encircling a part grips it firmly, evenly, and easily, 
yet compensates for a certain amount of swelling in the 
retained part. It controls hemorrhage better than sheet- 
wadding. The completed cast, when crepe paper is used 
between body and plaster, is much less clumsy, is lighter 
in weight, and permits freer movement of the part, than 
when sheet-wadding is used. Crepe is no more expensive 
than sheet-wadding. Abstracted from The Journal of 
Bone and Joint Surgery for July, 1935. 
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Paget’s Disease (Osteitis Deformans) and Osteoporosis 

Robert C. Moehlig points out the similarity of the 
two conditions, osteitis deformans and osteoporosis, as 
shown by familial characteristics and glucose tolerance 
studies. In a former paper the author showed that there 
is a high incidence of familial diabetes mellitus, familial 
tallness, and familial obesity in patients suffering from 
Paget’s disease. In this present paper the histories of 
10 cases of Paget’s disease were compared with the his- 
tories of 10 cases of osteoporosis. Data gathered on 
osteoporosis showed that there was a diabetic family 
history in 40 per cent, 60 per cent had one or more 
members of the family who were 72 or more inches 
tall, and 90 per cent gave a history of heavy set in- 
dividuals in the immediate family. This corresponds with 
data obtained in Paget’s disease. In both diseases the 
glucose tolerance curves were similar—a diabetic type 
of curve. 


It was suggested by the author that disturbances in 
pituitary function were responsible for the two diseases 
since function of that gland is related to disturbed car- 
bohydrate metabolism. 


The utilization of insulin together with a measured 
diet have brought subjective improvement to some pa- 
tients suffering with Paget’s disease. 


Oxygen and Seizures of Epilepsy 

The hypothesis that some alteration of the acid- 
base balance of the blood is involved in epilepsy has 
been strengthened by the experiments performed by 
W. G. Lennox and A. R. Behnke. They tested the effect 
of low and high oxygen tension on three young women 
who were known to be subject to numerous attacks of 
petit mal daily. The patients were placed in a gas- 
tight chamber and were subjected to pressures ranging 
up to 4 atmospheres for periods of from 3% to 5 hours. 
The number of attacks during the periods of increased 
pressure were decreased an average of 45 per cent 
as compared with the number of attacks during an 
equal interval on the same day while the patients were 
exposed to normal atmospheric pressure. These experi- 
ments seem to indicate a distinct relationship between 
oxygen content of respired air and seizures of petit 
mal.—Abstracted from Current Comment, A.M.A. Jour- 
nal, June 13, 1936. Effect of Increased Oxygen Pressure 
on the Seizures of Epilepsy, Arch. Neurol. and Psychiat., 
1936 (Apr.) 35:782. 


The Treatment of Hydrocele by the Injection Method 

Irwin I. Lubowe gives the diagnosis for hydrocele 
and the technic which he uses for treating it by the 
injection method. Some of the essential points of diag- 
nosis are described as follows: “On palpation the tumor 
is found to be pyriform, elastic to touch, dull on per- 
cussion without any impulse on coughing, and usually 
cannot be reduced and returned into the abdomen.” A 
hydrocele is translucent when an electric hand-search- 
light is placed along the posterior aspect of the scrotum. 
The author says that this sign is not an infallible one, 
as thickened walls of the sac or the turbidity of its 
contents may prevent the light from being transmitted. 
As a final diagnostic measure, one may aspirate the 
suspected hydrocele with a very fine needle, and the 
contents of the syringe may be examined. 

The technic of treatment consists of aspirating the 
contents of the hydrocele and injecting sodium morrhu- 
ate to obliterate the sac (formed by the tunica vaginalis). 
One quarter grain of morphine sulphate with one-hun- 
dred-fiftieth grain of atropine sulphate is injected intra- 
muscularly % hour before the intended injection of 
sodium morrhuate. Immediately before injection of 
sodium morrhuate, a tablet of luminal or sodium amytal 
may be given by mouth. The amount of sclerosing 
material (sodium morrhuate) to be injected depends 
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upon the amount of aspirated fluid. The author has 
found that 1 cc. of sodium morrhuate (5 per cent) for 
each 50 cc. of aspirated hydrocele fluid is the proper 
proportion. After the injection, the patient is then 
given another analgesic tablet and an ice pack is ap- 
plied immediately to the scrotum. He then is instructed 
to lie in a horizontal position for one to three hours. 
After this he may go home, but is told to remain in 
bed for 24 to 48 hours. After one week, he returns for 
further treatment which consists of aspirating the fluid 
which has accumulated since the original injection. 
Smears and cultures are taken of the aspirated mate- 
rial. Frequently an orchoepididymitis results from the 
inflammatory reaction that takes place, but this can 
be controlled easily by rest, suspension of the scrotum, 
application of ice packs and subsequently the use of 
short-wave therapy. 


Case Histories 


OPERATION TO CLOSE ARTIFICIAL OPENING IN 
TRACHEA 


WALTER V. GOODFELLOW, D.O. 
Hollywood, Calif. 


Male, aged 61 years, wished to discard a tracheot- 
omy tube which he had worn for 58 years. Tracheotomy 
was done and tube inserted at age of 3 years during an 
attack of “membranous croup.” Patient reported that 
some time later he nearly died when some physician 
endeavored to leave the tube out, and since that time 
he has made no attempt to discard the tube until now. 


He has been in good health except for a stroke of 
apoplexy 5 years ago. He lost the use of his left hand 
and arm and walks with difficulty with a cane. He has 
had no severe colds or catarrh. He has not been subject 
to sore throat or nasal irritation, although he has an 
annoying cough. 


Examination.—Tonsils were hypertrophied mod- 
erately and inflamed but not infected. Nose and ears 
were normal. We removed a tracheotomy tube of small 
size, curved, about 1 inch long, closed by obturator to 
occlude tracheotomy opening. Tissue about tracheotomy 
opening was in surprisingly good condition, without evi- 
dence of irritation or abnormal growths, but it was lined 
with heavy circular bands of scar tissue. 


We decided that the tracheotomy tube could be 
dispensed with and that plastic surgery should be used 
to close the opening. 


Treatment.—Under a local anesthetic (novocaine), 
operation consisted of inverting a thin layer made by 
dissecting off the scar lining of the fleshy tube to a 
depth of 1/16 of an inch. This inverted tissue formed 
the tracheal covering of the wound. A pedicaled fascia 
flap was swung across the external opening and sutured 
with catgut. The skin was then approximated somewhat 
off center by making a liberal slit on one side. This 
effectually closed the opening. Bleeding from the op- 
erative field into the trachea was prevented by a cotton 
plug on a suture which was inserted into the trachea 
before the operation was started and pulled back against 
the tracheal opening and firmly held by an assistant. 
This was removed after all flaps had been made, bleed- 
ing controlled, and everything ready for suturing. Pa- 
tient had no unusual coughing following the operative 
work and progressed satisfactorily, except for some loss 
of skin tissue, without infection or serious delay in 
healing. 


Remarks.—This case is reported because of the 
unusual circumstances of a man wearing an annoying 
device an entire lifetime unnecessarily. During this time 
it was necessary for him to cleanse this tube and care 
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for the wound. He was constantly subjected to the dan- 
ger of lung infection. He probably would have worn the 
tube the rest of his life had he not suffered the stroke of 
apoplexy rendering his left hand useless. This necessi- 
tated having an attendant cleanse and care for the 
metal tube which was very annoying and humiliating 
to him and for this reason he sought relief. It must be 
noted that the tube was never worn (except during the 
time of the acute illness with laryngeal closure) without 
obturator. During all these years he has had good 
laryngeal function, good voice, and no impairment of 
respiration. His unfortunate experience, when a doctor 
attempted to remove the tube, led him to believe that 
it could not be done with safety. It should be noted that 
it is the responsibility of the physician to remove such 
an apparatus as soon as the emergency is over. 


14 Hollywood Security Bldg. 


Book Notices 


MARTINI'S FRINCIPLES AND PRACTICE OF PHYSICAL 
DIAGNOSIS. Edited by Robert F. Loeb, M.D., Associate Pro- 
fessor of Medicine, College of Phy sicians and Surgeons, Columbia 
University and Presbyterian Hospital, New York City. Author- 
ized Translations by George J. Farber, M.D. Cloth. Pp. 213 
with 30 illustrations. Price, $2.00. J. B. Lippincott, 227 S. Sixth 
St., Philadelphia, Pa. 1935. 

Professor Paul Martini of Munich observes that the 
training of the sense faculties is the foundation without 
which the development of the student of medicine is im- 
possible. Therefore, while recognizing the importance of 
roentgenology, electrocardiography and other mechanical 
means, yet he places special emphasis on thorough per- 
cussion and auscultation in studying the respiratory, the 
circulatory and the cardiovascular systems and the ab- 
dominal organs. In this compactly printed book the 
systems are taken up one by one and the physical findings 
enumerated in detail. 


ABORTION, SPONTANEOUS AND INDUCED: EAL 
AND SOCIAL ASPECTS. By Frederick J. Taussig, M.D., F.A 
Professor of Clinical Obstetrics and Clinical Gynecology, ‘Wash. 
ington University School of Medicine, St. Louis. Cloth. Pp. 536. 

h 146 illustrations. Price, $7.50. C. V. Mosby Company, 3523 
Pine Boulevard, St. Louis, Mo. 

This first American book to cover the ground with 
any completeness is prepared by a man who has studied 
and written on the subject for at least a quarter of a 
century. He has been active in public health matters, 
took part in the organization of a national association 
for social hygiene, has had a prominent place in the birth 
control movement, and in the White House Conference 
his work was the study of abortions in relation to fetal 
and maternal mortalities. In the preparation of this 
book he had the active help of the National Committee 
on Maternal Health. 


He takes up the history and racial aspects of abortion, 
pathology, etiology, diagnosis, complications, sequelae, 
treatment, methods of therapeutic abortion, and pre- 
ventive measures. Under the head of social aspects of 
abortion he deals with economic and domestic problems 
as well as those of theology and ethics. He discusses 
the pros and cons of legalized abortion in the United 
States and the legal aspects of induced abortion here 
and abroad. There is an extensive bibliography. 


ATLAS OF HUMAN ANATOMY WITH EXPLANATORY 
TEXT. By Jesse Feiring Williams, M.D., Columbia University. 
Illustrations by Franz Frohse, University of Berlin; Max Brodel, 
Johns Hopkins University. and Leon Schlossberg, Johns Hopkins 
University. Cloth. Pp. 64. Price, $2.00. Barnes & Noble, Inc., 
105 Fifth Avenue, New York City. 1935. 


A small book containing brief discussions of anatomy. 
arranged by systems and followed by 28 pages of colored 
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charts, some of them reduced reproductions of the life- 
size colored charts published some years ago by Franz 
Frohse of Berlin. Many others of the colored charts 
illustrate various parts of the body and these are grouped 
in logical order. The book should prove interesting and 
valuable to the layman or to the physician who would 
explain anatomical facts to the layman. 


SHORT WAVE THERAPY AND GENERAL ELECTRO- 

THERAPY ILLUSTRATED. By Heinrich F. Wolf, M.D. Cloth. 

96, with 79 illustrations. Price, $2.50. Modern Medical 
Press, 225 Varick Street, New York City. 1935. 


A small sketchy book at a rather high price. 


TEXTBOOK OF OBSTETRICS. By Frederick C. Irving, A.B., 
MD., F.A.C.S., William Lambert Richardson Professor of Obstet- 
rics, Harvard University Medical School. Visiting Obstetrician, 
Boston Lying-In Hospital. Cloth. Pp. 558, with 357 illustrations. 
Price, $6.00. The Macmillan Company, 60 Fifth Avenue, New 
York City. 1936. 

This is a well-written text based on the outlines used 
by the author in his courses in Harvard Medical School. 
It mirrors his work as obstetrician and teacher and will 
prove helpful to both students and practitioners. Most 
of the illustrations are from drawings. Extensive refer- 
ences are given for those who would investigate further 
any particular subject which is not sufficiently covered. 


MEMOIRS A SMALL SURGEON. By John Brooks 


Wheeler, A.B., Emeritus Professor of Sur- 
ry, University’ 7 Vermont, College of Medicine. Cloth 
443 Fourth 


$3. Frederick A. Stokes Company, 
a York City. 1 

This sketch of the changes taking place in surgery 
during the active lifetime of one doctor is highly inter- 
esting as well as instructive. 

Those who grow weary of the writers about “scientific 
medicine,” who would have us believe that allopathy has 
always been what it is today, that osteopathy has always 
been greatly inferior, will be intrigued with the stories 
of early operations during which oil lamps went out, 
instruments were lost, instructions misinterpreted, etc. 
They will notice that one picture shows a surgical opera- 
tion in 1874 (the year osteopathy was promulgated) when 
no precautions were taken against infections. They will 
notice the picture taken in 1893 (when the first osteo- 
pathic college was but a year old) before even the essen- 
tials of asepsis were realized. 


Ave., 


PARENTERAL THERAPY. A Ready Reference Manual of 
Extra-Oral Medication for Physicians, Dentists, Pharmacists, 
Chemists, Biologists, Nurses, Medical Students and Veterinarians. 
By Walton Forest Dutton, M.D., and George Burt Lake, M.D.. 
Editor, Clinical Medicine and Surgery. Cloth. Pp. 386, illus- 
trated with 90 halftones and line engravings. rice, $7.50. 
Charles C. Thomas, Springfield, Ill., 1936. 

There has been a great development in the use of 
serums, vaccines, endocrine extracts, and other bio- 
logical products, as well as many other drugs adminis- 
tered by the injection method. The tremendous litera- 
ture dealing with these things has seldom, if ever, been 
boiled down into one book such as this, which is divided 
into three main parts. 

The first part gives details relating to the various 
technics of parenteral medication—intradermal, hypo- 
dermic, intravenous, intraspinal, intraventricular, and 
other injections; intravenous, caudal, infiltration, and in- 
halation anesthesia; alcohol injections, ionization, blood 
transfusion, various injection treatments, etc. 

Part two lists alphabetically the diseases amenable 
to treatment by parenteral methods, giving under each 
disease a list of the drugs to be so used. 


Part three gives an index of drugs which may be 
used safely by parenteral methods, including the various 
names by which they are called and something of the 
chemical nature, preparation, sources of supply, physio- 
logical action, therapeutic uses, and dosage of each. 


The book is well indexed. 


STATE BOARDS—CONVENTIONS AND MEETINGS 


State Boards 


California 

Under the Legal and Legislative column of this issue 
of THE JOURNAL is an announcement that the osteopathic 
examining board adopted a rule which will open the 
door for securing physicians and surgeons certificates to 
some osteopathic physicians licensed as drugless practi- 
tioners who could not, until now, so qualify. For further 
information, see p.577 


Georgia 
The following officers of the Georgia Osteopathic 
Examining Board were elected recently: President, Wal- 
ter B. Elliott, Atlanta; vice president and secretary, W. A. 
Hasty, Griffin. 
Illinois 
Oliver C. Foreman, 58 E. Washington Street, Chi- 
cago, reports that the Illinois State Board examinations 
will be held on October 20, 21, and 22 in Chicago. 


Iowa 

The Iowa Board of Examiners in the Basic Sciences 
will conduct a written examination at the State Capitol, 
Des Moines, on October 13 at 9 a.m. Address all com- 
munications to E. A. Benbrook, Secretary, Iowa Basic 
Science Board, % Iowa State College, Ames. 

West Virginia 

The following are the present officers of the West 
Virginia State Board of Osteopathy: President, Robert 
B. Thomas, Huntington; vice president, Harwood James, 
Beckley; secretary-treasurer, Guy E. Morris, Clarksburg. 

Ontario 
Eldon S. Detwiler, London, was recently ap 


to the examining board for a term ending June 19, 1938. 


Conventions and Meetings 


Announcements 

American College of Osteopathic Surgeons, Denver. 

California state convention, San Jose, 1937. 

Florida state convention, St. Petersburg, 1937. Pro- 
gram chairman, James A. Stinson, St. Petersburg. 

Idaho midwinter meeting, Twin Falls, 1936. 

Indiana state convention, Hotel Lincoln, Indianapolis, 
October 7, 8. Program chairman, Paul van B. Allen, 
Indianapolis. 

Kansas state convention, Larned, October 11-13. Pro- 
gram chairman, Lawton M. Hanna, Clay Center. 

Kentucky state convention, Brown Hotel, Louisville, 
October 29, 30. Program chairman, O. C. Robertson, 
Owensboro. 

Middle Atlantic States convention, Richmond, Va. 

Minnesota state convention, St. Paul, May 7 and 8, 
1937. Program chairman, E. S. Powell, St. Paul. 

Missouri state convention, Hotel Statler, St. Louis, 
October 16-18. Program chairman, Collin Brooke, St. 
Louis. 

Montana state convention, Miles City, September 
6-9. Program chairmen, F. L. Anderson and J. R. Mathis, 
both of Miles City. 

Nebraska state convention, Hotel Fontenelle, Omaha, 
September 21-23. Program chairman, P. F. Kani, Omaha. 

New Hampshire state convention, Portsmouth, 1937. 

New Jersey state fall meeting, Atlantic City, Sep- 
tember 19. 

New York state convention, Niagara Falls, October. 

North Carolina state convention, Burlington, May 29, 
1937. Program chairman, G. E. Holt, Burlington. 

Oregon midwinter meeting, Portland. 

Rocky Mountain Conference, Estes Park, August 30- 
September 2. 

Tennessee state cenvention, Hotel Peabody, Memphis, 
October 26, 27. Program chairman, W. L. Baker, 
Memphis. 

Texas state convention, Houston, May, 1937. Program 
chairman, Reginald Platt, Jr., Houston. 

Utah state convention, Salt Lake City, June, 1937. 

Vermont state convention, Montpelier, October 7, 8. 
Program chairman, H. I. Slocum, Middlebury. 

West Virginia state convention, Elkins, June, 1937. 
Program chairman, Harry E. McNeish, Elkins. 

Wisconsin fall meeting, Portage, October. State con- 
vention, Milwaukee, May, 1937. Program chairman, Paul 
Koogler, Hustisford. 
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Official and Afhliated Organizations 


CALIFORNIA 
State Association 

The program was reported in THE JOURNAL for June. 
The following officers were elected on June 25: President, 
Ralph W. Rice, Los Angeles; vice president, Walter W. 
Hopps, Jr., Los Angeles; secretary-treasurer, C. B. 
Rowlingson, Los Angeles, reelected; trustee, E. B. 
Houghtaling, San Diego. 

Oakland Osteopathic Luncheon Club 
A meeting was held on July 7. 
San Diego Branch 

The officers were reported in THE JouRNAL for July. 
The following committee chairmen have been appointed: 
Membership, H. P. Foley; professional education, George 
K. Axtell; hospitals, T. Kenneth Burton; censorship, L. Q. 
Dyer; student recruiting, W. M. Knudtson; public health 
and education, E. B. Houghtaling; clinics, Sam Laughton; 
publicity and statistics, Carl S. Stillman; convention pro- 
gram, Vera George; convention arrangements, Gwladys 
Morgan Lyle; legislation, E. J. Shackleford; professional 
development, L. W. Noble; displays at fairs and exposi- 
tions, E. N. Morgan, all of San Diego; industrial and 
institutional service, R. E. Fiala, El Cajon. 

COLORADO 
State Association 

At a meeting held on June 20, the following officers 
were elected: President, Rodney Wren, Pueblo, reelected; 
vice president, Philip A. Witt, Denver; secretary-treasurer, 
C. Robert Starks, Denver, reelected; trustees for three 
years, W. R. Benson, Longmont, and Dr. Witt. 

DISTRICT OF COLUMBIA 
District Association 

A meeting was held on June 23. Felix D. Swope, 
Washington, D.C., spoke on “Proctology in General 
Practice.” 

IDAHO 


Boise Valley Osteopathic Society 

The officers were reported in THE JourRNAL for July. 
The following committee chairmen have been appointed: 
Membership and publicity, Sol Catron, Payette; profes- 
sional education, Harriet Sears, Ontario, Oregon; hospi- 
tals and professional development, Earl Warner, Cald- 
well; censorship, Howard B. Catron, Payette; student 
recruiting, Robert E. Cochran, Boise; public health and 
education, Anna B. Pritchett, Vale, Oregon; industrial 
and institutional service, C. R. Whittenberger, Caldwell; 
clinics, O. R. Meredith, Nampa; statistics, E. C. Hiatt, 
Weiser; convention program and arrangements, F. H. 
Thurston, Boise; legislation, L. D. Anderson, Boise; dis- 
plays at fairs and expositions, A. W. Bowbrick, Emmett. 

ILLINOIS 
Tri-City Osteopathic Association 
(See Iowa—circuit meeting.) 

Eighth District Illinois Osteopathic Association 

The following officers were elected recently: Presi- 
dent, J. G. Switzer, Vandalia, reelected; vice president, 
P. E. Sutton, Olney, reelected; secretary-treasurer, C. O. 
Jayne, Centralia; state chairman, membership committee, 
H. D. Norris, Marion; district chairman, membership 
committee, W. A. Wood, Centralia; legislation (trustee of 
state association), Dr. Jayne. 

INDIANA 

First District Indiana Osteopathic Association 

The following officers were elected on June 18: Presi- 
dent, Paul van B. Allen, Indianapolis; vice president, K. T. 
Vyverberg, LaFayette; secretary-treasurer, F. E. Warner, 
Bloomington. 


IOWA 
Circuit Meeting 

Circuit meetings were held as follows: June 21, 
Third District, Hotel Ottumwa, Ottumwa; June 22, Tri- 
City and First District, Davenport; June 23, Sixth Dis- 
trict, Hotel Savery, Des Moines; June 24, Fourth District, 
Algona; June 25, Fifth District, Jackson Hotel, Sioux 
City; June 26, Second District, Atlantic. 

The circuit speakers were: John M. Woods, Des 
Moines, who spoke on “The Osteopathic Armamenta- 
rium,” and Yale Castlio, Kansas City, Mo., who talked 
on “Posture,” illustrating his talk with x-ray films. 

KANSAS 

Arkansas Valley Society of Osteopathic Physicians and 
Surgeons 

J. H. Earnshaw, Dodge City, reports that a meeting 
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was held on June 25 at Jetmore. Frank E. Loose, Lewis, 
read a paper on the diagnosis and treatment of “Herpes 
Zoster,” which was followed by a general discussion. The 
film, “Osteopathic Mechanics of the Pelvis,” was shown. 
South Central Kansas Osteopathic Society 

A picnic was held on June 18 at Shady Rest. The 
Wichita Osteopathic Society and the nurses and interns 
of the Southwestern Osteopathic Hospital were guests. 


Wichita Osteopathic Society 
(See South Central Kansas Osteopathic Society.) 


LOUISIANA 
Southwest Louisiana Osteopathic Association 

A. E. Stanton, Crowley, reports that a meeting was 
held on June 20 at Lafayette. Dr. Stanton read a scien- 
tific paper and W. Luther Stewart, Alexandria, reported 
on the Texas osteopathic state convention. 

The following officers were elected: President, James 
R. Kidwell, Baton Rouge; vice president, Carl E. Warden, 
Lake Charles; secretary-treasurer, Dr. Stanton. 


MICHIGAN 
Oakland County Osteopathic Association 
A joint meeting with the Oakland County Osteopathic 
Women’s Club was held on June 18 at Pontiac. Plans 
were made for the annual picnic to be held in August 
at Watkins Lake. 


Southwestern Michigan Osteopathic Association 

A meeting was held on June 24 at Sturgis. S. V. 
Robuck, Chicago, spoke on “Osteopathic Pathology and 
Technic.” 

MISSOURI 
Marion County Osteopathic Association 

A meeting was held on July 2 at Hannibal. W. C. 

Beaven, Hannibal, spoke on “Intestinal Toxemia.” 
St. Louis Osteopathic Association 

Paul F. McRae, St. Louis, reports that a meeting was 
held on July 12. W. A. Ellis, St. Louis, talked on 
“Feet, Posture, and Disease’ and a representative of 
the Research Department of the Musebeck Shoe Com- 
pany lectured on “Anatomy of the Foot and Posture,” 
illustrating the talk with slides. 

The following officers have recently been elected: 
President, J. Lincoln Hirst; vice president, E. E. Farley; 
secretary-treasurer, Dr. McRae, reelected, all of St. 
Louis; trustee, L. G. Sturmer, Maplewood. 


NEW JERSEY 
Union County Osteopathic Society 

The following officers have recently been elected: 
President, Vernon F. Still, Elizabeth; vice president, 
Frank Miller, New Brunswick; secretary-treasurer, Gor- 
don L. Peters, Cranford. 

OHIO 
Stark County Osteopathic Society 

The following officers were elected recently: Presi- 
dent, Mark A. Bauer, Canton; vice president, M. C. Kropf, 
Orrville; secretary-treasurer, Joseph Rader, Massillon. 

Third (Akron) District Osteopathic Society 

The officers were reported in THE JouRNAL for May. 
The following committee chairmen have been appointed: 
Membership, J. J. Mahannah, Warren; professional educa- 
tion, Charlotte Weaton, Massillon; hospitals, Arthur L. 
Harbarger, Akron; censorship, Arthur E. Smith, Youngs- 
town; student recruiting, Edwin C. White, Warren; public 
health and education, L. E. Sowers, Warren; industrial 
and institutional service, E. L. Jay, Akron; clinics, Harry 
S. Gaskeen, Youngstown; publicity, Lillian Anderson, 
Akron; statistics, Maurice C. Kropf, Orrville; legislation, 
H. L. Samblanet, Canton; professional development, N. A. 
Ulrich, Kent. 

OKLAHOMA 
Oklahoma County Osteopathic Association 

A dinner meeting was held on June 16 to honor 
the young physicians who took the recent state board 
examination. 

The following are the present officers: President, C. F. 
Stauber; vice president, Paul A. Harris; secretary-treas- 
urer, R. B. MacDowell, all of Oklahoma City. Dr. Harris 
is also chairman of the membership committee. 


South-Central District of Oklahoma Osteopathic 
Association 
A meeting was held on June 23 at Norman. J. Paul 
Price and F. A. Englehart, both of Oklahoma City, were 
the principal speakers. 
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OREGON 
State Association 
The following officers were reelected on June 20: 
President, W. W. Howard, Medford; vice president, I. J. 
Neher, Portland; secretary-treasurer, J. A. van Brakle, 
Portland. F. S. Richards, Forest Grove, was appointed 
a trustee. 
RHODE ISLAND 
Newport County Osteopathic Society 
The officers were reported in THE JourRNAL for July. 
The following committee chairmen have been appointed: 
Membership, J. Allan Sweet; hospitals, R. J. Dowling 
and C. D. Hulett; public health and education, and 
industrial and institutional service, Dr. Dowling; clinics, 
Charles D. Hulett and Frederick Dannan; statistics, John 
H. Finn; legislation, R. J. Dowling and J. H. Finn, all 
of Newport. 
SOUTH CAROLINA 
State Association 
The officers were reported in THE JourRNAL for July. 
The following committee chairmen have been appointed: 
Professional education, Hallie Stubblefield, Greenville; 
censorship, Maude Tupper, Aiken; student recruiting, 
Joanna Barnes, Ridge Spring; public health and educa- 
tion, M. L. Bonham, Anderson; industrial and institu- 
tional service, Walter Hale, Spartanburg; clinics, 
Lewellys C. Johnson, Greenville; publicity, Nancy Hosel- 
ton, Columbia; statistics, Frank Landrum, Florence; 
convention program and arrangements, Nancy Hoselton; 
legislation, E. W. Pratt, Charleston. 


SOUTH DAKOTA 
State Association 


The annual convention of the South Dakota Osteo- 
pathic Association was held on June 22 and 23 at the 
Franklin Hotel, Deadwood. The following scientific pro- 
gram was presented: June 22—‘Presidential Address,” 
P. W. Wasner, Deadwood; “Short Wave Diathermy,” Mr. 
D. R. Begley, Fort Meade, radio technician; “Foot Tech- 
nic,” D. Db. Olsen, Hot Springs; “Thyroid Gland,” Howard 
Lamb, Denver; “Asthma and Hay Fever,” Laurence S. 
Betts, Huron; general discussion. June 23—‘Proctology,” 
F. L. Anderson, Miles City, Mont.; “Surgical Clinics,” 
F. L. Anderson; general discussion. C. Steele Betts, 
Huron, also spoke. 

The following officers were elected on June 23: Presi- 
dent, J. Lynne O'Neill, Mitchell; vice president, F. E. 
Burkholder, Sioux Falls; secretary-treasurer, Benedicta 

. Lewis, Pierre, reelected; trustees, T. H. Hoard, 
Beresford, H. H. Cook, Rapid City, J. L. Porter, Pukwana. 
The following committee chairmen have been appointed: 
Membership, W. G. Rosencrans, Vermillion; protessional 
education, L. E. Anderson, Buffalo; hospitals, G. R. Cald- 
well, Webster; censorship, C. Rebekka Strom, Sioux 
Falls; student recruiting, J. Gordon Betts, Spearfish; 
public health and education, M. O. Fuerst, Sturgis; in- 
dustrial and institutional service and publicity, Lawrence 
S. Betts, Huron; clinics, C. E. Schoolcraft, Watertown; 
convention program and arrangements, J. H. Cheney, 
Sioux Falls; legislation, C. S. Betts, Huron, and J. H 
Cheney, Sioux Falls. 

- TEXAS 
State Association 

The officers were reported in THE JouRNAL for July. 
The following committee chairmen have been appointed: 
Student recruiting, Louis H. Logan, Dallas; public health 
and education, H. E. Roberts, Denton; industrial and 
institutional service and clinics, Sam F. Sparks, Dallas; 
publicity, Sam L. Scothorn, Dallas; convention program, 
Reginald Platt, Jr., Houston; convention arrangements, 
William Bailey, Houston; legislation, Everett W. Wilson, 
San Antonio. 

Panhandle Osteopathic Society 

A meeting was held on July 6. Edward S. Merrill 
and James M. Watson, both of Los Angeles, were the 
principal speakers. 

UTAH 


State Association 
Pearl Nelson, Salt Lake City, was appointed publicity 
chairman. The other officers were reported in THE 
JOURNAL for July. 
WASHINGTON 
State Association 


The officers were reported in THE JourNAL for July. 
The following committee chairmen have been appointed: 
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Membership, J. H. Hook, Tacoma; professional education, 
E. A. Archer, Pullman; hospitals, W. E. Waldo, Seattle; 
censorship, W. J. Siemens, Seattle; student recruiting, 
Howard F. Kale, Seattle; public health and education, 
C. A. Hughes, Sunnyside; industrial and institutional 
service, H. V.- Hoover, Tacoma; clinics, H. L. Chadwick, 
Spokane; publicity, C. E. Abegglen, Walla Walla; legis- 
lation, M. R. Kint, Bremerton; professional development, 
E. W. Myers, Forks; displays at fairs and expositions, 
E. D. Mosier, Puyallup; editor, S. M. Pugh, Everett. 
Walla Walla Valley Osteopathic Society 

Thé following officers were elected on June 18: Presi- 
dent, G. W. Epiey, Pasco; secretary-treasurer, R. C. 
Mayo, Walla Walla. 

WEST VIRGINIA 
Ohio Valley Osteopathic Association 

A meeting was held on June 25 at Wellsburg. W. M. 

Reese, Wheeling, was the principal speaker. 
WISCONSIN 
Northwest District Osteopathic Association 

The following officers have recently been elected: 
President, J. H. Paul, Eau Claire; vice president, Wilfred 
W. Mittelstadt, Stevens Point; secretary-treasurer, W. L. 
Madson, Rhinelander. 


and Groups 


New England Osteopathic Association 

The officers were reported in THE JourRNAL for June. 
The following committee chairmen have been appointed: 
Membership, Mark Tordoff, Providence, R. I.; publicity, 
Ralph G. Beverly, Keene, N. H.; convention program, 
Perrin T. Wilson, Cambridge, Mass.; convention arrange- 
ments, William T. Knowles, Boston, Mass. 

Rocky Mountain Osteopathic Conference 

The annual Rocky Mountain Osteopathic Conference 
will be held at Estes Park, Colo., on August 30, 31, and 
September 1 and 2. Meetings will be held mornings and 
evenings, each afternoon being devoted to sightseeing. 
The following program will be presented 

August 30—‘Applied Anatomy of the Shoulder,” a 
demonstration on “Clavicle Technics; Upper Rib Tech- 
nics” and “Osteopathic Diagnosis,” a demonstration on 
“Upper Dorsal Technics,” James A. Stinson and J. Bray- 
ton Cahill, both of St. Petersburg, Fla.; “Ante Partum 
Care” and “The Management of Normal Labor,” Ernest 
G. Bashor, Los Angeles; “Vegetative Nervous System,” 
and “Nervous Physiology as Related to the Osteopathic 
Physician,” Wallace M. Pearson, Kirksville, Mo. 

August 31—“The Histogenesis of Supporting Skele- 
tal Structure,” Dr. Stinson; “Clinical Detection of the 
Osteopathic Lesion with X-Ray Studies,” and “An Appli- 
cation of Technic to These Points,” Dr. Pearson; “Post 
Partum Care,” and “Operation Deliveries,” Dr. Bashor; 
“Low Back Problems,” with a demonstration on “Two 
Man Technic,” Drs. Stinson and Cahill. 

September 1—‘“Diagnosis and Treatment of the 
More Common Appendicular Joint Pathologies,”’ Dr. Stin- 
son; “Application of the Osteopathic Principle to Treat- 
ment of Influenza, Pneumonia, and the Manifestation of 
Disease in the Patient,” and “Osteopathic Lesion Path- 
ology,” Dr. Pearson; “Gynecological Diagnosis—An Os- 
teopathic Viewpoint,” and “Osteopathic Concept of Uter- 
ine Displacements,” Dr. Bashor; demonstration “Knee 
and Elbow Technics,” Dr. Cahill. 

September 2—‘“Sterility,” and ‘“‘The Menopause in Os- 
teopathic Therapy,” Dr. Bashor; “Technical Effect of 
Manipulative Treatment,” and “Osteopathy as Advanced 
Medical Treatment,” Dr. Pearson; “Applied Anatomy of 
the Foot,” illustrated by a film, Dr. Stinson; demonstra- 
tion, “Dr. Still’s Foot Technic,” Drs. Stinson and Cahill. 

Reserve speakers: “Field Study in Refraction,” H. M. 
Ireland; “Status and Need of Osteopathic Clinic Service,” 
H. I. Magoun; “Hypoadrenia From Fallen Kidneys,” P. 
A. Witt; “Graduate Study in Osteopathic Education,” C. 
C. Reid; “Fever Therapy,” F. I. Furry, all of Denver. 

Western Osteopathic Association 

R. N. MacBain, Chicago, was the featured speaker 
on the western circuit, which included the Idaho Osteo- 
pathic Association convention at Idaho Falls, June 12 
and 13, the Washington Osteopathic Association conven- 
tion at Walla Walla, June 15 to 17, and the Oregon 
Osteopathic Association convention at Medford, June 19 
and 20. (See THE JourNaL for July for the programs.) 
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Maintain Interest 


Do not allow your patients to forget you. Summer cultivation will 
produce fall patients. Begin now to build your fall practice. 


Osteopathic Magazine for September 


Osteopathy and Infectious Disease. By Ray G. a child’s physical and mental growth, and 
Hulburt, D.O. which makes the middle road seem pre- 
The story in brief of Dr. Still’s early ferable. 
studies to arrive at his theory of natural , 
immunity, and its significance in the art The Late Summer Sneeze. By Elizabeth Fraser. 
of healing. A doctor explains to a hay fever sufferer 


Made Fell. By 8. V. the nature of the osteopathic treatment 


Robuck, D.O. 


A straightforward presentation of osteop- 
athy’s particular concern in discovering 
and correcting the delayed results of 
childhood accidents, with particular ref- 
erence to nocturnal enuresis. 


for this discomforting condition. 


These Puzzling Youngsters. By Vincent P. Car- 


roll, D.O. 


The story of a child whose behavior was 
conditioned by an emotional shock sus- 


tained early in life, traced back to its 
This Business of Being a Mother. By Marion causes. 
Howe Wilder, D.O. 


A mother presents in the spirit of a busi- 
ness discussion some of the commoner 
problems of child training and her meth- 
ods of handling them. 


Osteopathy a Learned Profession. By Charles 
Hazzard, D.O. 


The development of osteopathy from a 
theory to a profession, including mention 


: : of its schools and hospitals, its geographi- 
For and Against Apron Strings cal distribution, its widening sphere, its ° 


An informal discussion of the two sides therapeutic efficacy, its record of achieve- 
of a question which has much to do with ment. 


Osteopathic Health No. 81 (Sept.) 


Osteopathy and Disease Prevention Back Injuries in Industry 


Management of Heart Disease Preparing the Athlete 


I think the last issue of OSTE- 
OPATHIC MAGAZINE is about 
as good a practice stimulant that 
I have seen in a long time. 


C. L. Thompson, D.O. 


OSTEOPATHIC MAGAZINE 
Delivered in Bulk to Your Office Annual Contract Single Order 


Under 200 copies $6.00 per 100 $6.50 per 100 
200 or more A 5.00 per 100 5.50 per 100 


OSTEOPATHIC HEALTH 
Delivered in Bulk to Your Office Annual Contract Single Order 
Under 200 copies “ $4.00 per 100 $5.00 per 100 
200 or more 3.75 per 100 4.75 per 100 
5% for cash on orders of 500 or more. Mailed direct to list—$1.50 per 100 
extra without professional card; $2.50 per 100 extra with professional card. 


Professional card free on orders of 50 or more. Shipping charges prepaid 
(except foreign). Samples on request. 


hundred dollars in business direct- Both mail f if . 
ly to OSTEOPATHIC HEALTH th m or one cent if sent unsealed and without enclosures. 


I have found that even my 
small order is exceedingly valuable 
and am able to attribute several 


oe —- more than that American Osteopathic Association, 540 N. Michigan Ave., Chicago. __ 
indirectly. 


Please copies of 
'W. Stippich, DO. Osteopathic Magazine, Issue With professional 
Osteopathic Health, No. Without professional card. 


Name 


Address. 
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By REX BEACH 


From Cosmopolitan Magazine for February 


THE COVER 
A reprint in booklet form of Mr. Beach’s fine article on osteopathy, by 
special arrangement with the author and by permission of Cosmopolitan 
Magazine. Reproduced from the original manuscript which contains 
much fine hitherto unpublished material. 


PRICE: $4.00 per 100; 500 or more at $3.75 per 
100. White mailing envelopes, 25c per 100 extra. 
Imprinting professional card: Under 1,000, 50c 
per 100; 1,000 and over, 25c per 100. 


MODER 
tacle met 


— Sample on request. 


American Osteopathic Association 
540 N. Michigan Ave. 


Chicago, Illinois 


OPENING PAGE 


A SAFE FOOD FOR SUMMER USE 
HORLICK’S The Original MALTED MILK 


answers many problems of hot weather diet: 


A dependable, easily digested food for infant or growing child. 
A nourishing food-drink for the nursing mother. 

A beneficial table beverage. 

A delicate food for the sick or convalescent. 

A light luncheon for the practitioner on a torrid day. 


FP 


Samples and literature sent upon request 


ry “a Except turday and Sunday 
Blue Network and 


to our Radio Program—LUM and 
KPO, KGW, KOMO 


HORLICK’S MALTED MILK CORPORATION 


| 
; 
By REX BEACH i 
ty 
Racine, Wis. 
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The Denver Polyclinic 


and 


Postgraduate College 


1600 OGDEN STREET 
DENVER, COLORADO 


Announces the following Mid-Winter Graduate Courses: 


February Ist to 13th, 1937 
1, Ear, Nose, and Throat. 


2. Orificial Surgery (including Proctology), Vari- 
cose Veins, Hernia-injection treatment. 


April, 1937 


A one month’s course in Practical Refraction. In- 
cludes theory and practice. Use of trial case, pre- 
scription writing, etc. 


April, May, June, 1937 
Special course in Ophthalmology, including practical 
refraction. 


Write for detailed information, reservations. 


Address 
Dr. C. C. Reid and Dr. H. M. Husted, Managers 
P. G. Building 1600 Ogden Street Denver, Colorado 
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College of Osteopathic 


Physicians and Surgeons 
1721 Griffin Ave. 
LOS ANGELES, CALIFORNIA 


Entrance Requirements 


The College of Osteopathic Physicians and Surgeons 
requires TWO FULL YEARS OF COLLEGE WORK 
including physics, general chemistry, organic chemistry, 
zoology, English, social sciences and electives aggregat- 
ing 60 semester units. This work may be obtained in 
any accredited college if of satisfactory character. This 
requirement MUST BE COMPLETED before entering 
the Freshman class. 


The professional course consists of four years and ful- 
fills all legal requirements for the unlimited license of 
physician and surgeon in California. This is the only 
osteopathic college whose diploma admits to the exam- 
inations for this license. 


The fourth or Senior year is altogether practical in 
character and consists of nine months spent in the Los 
Angeles County Osteopathic Hospital as assistant in- 
ternes or clinical clerks. This arrangement really makes 
our Senior year equivalent to a year of interneship. 


Affiliated institutions consist of the Los Angeles County 
Maternity Service and the Los Angeles County Osteo- 
pathic Hospital, a division of the Los Angeles County 
General Hospital. From twenty-five to thirty interne- 
ships are available on graduation in the Los Angeles 
County Osteopathic Hospital and certain other hospitals. 
For information address the college. 


If You Have Not Seen 


a recent copy of 


Clinical Osteopathy 


A request on a postal card will bring you 
one—without obligation. Address Cali- 
fornia Osteopathic Association, 799 Ken- 
sington Road, Los Angeles. 
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APPLICANTS FOR MEMBERSHIP 


California 
Spencer, J. E., COPS ’36, 
2516 Birch St., Alhambra 
Axtell, Eudora, 
2105 Center St., Berkeley 
Hamlin, Wilkie S., COPS ’36, 
1166 Spruce St., Berkeley 
MacCracken, Daisy Bowles, 
1651 L. St., Fresno 
Pugh, Sarah Frances, 
635 N. Fulton, Fresno 
Elliott, Virgene Kahler (Renewal), 
361 Center St., P. O. Box 453, 
Laguna Beach 
Truitt, Donald B., COPS ’36, 
811 Loma Vista Drive, Long Beach 
Aby, C. W., COPS ’36, 
Los Angeles County Osteo. Hosp., 
1100 N. Mission Road, Los Angeles 
Carlson, Eldon L. (Renewal), 
1414 Mt. Pleasant St., Los Angeles 
Costello, Joseph O., COPS '36, 
1019 N. Kenmore Ave., Hollywood, 
Los Angeles 
Hartlein, George M., COPS '36, 
4229 Griffin Ave., Los Angeles 
Kohl, Walter A., COPS 36, 
431 S. Alvarado St., Los Angeles 
Lee, George F., COPS ’36, 
743 E. 27th St., Los Angeles 
Noffsinger, F. L., COPS ’36, 
3119% George St., Los Angeles 
Percival, Evangeline N. (Renewal), 
600 Edwards & Wildey Bldg., Los 
Angeles 
Pessis, Jack, COPS ’36, 
357 N. Croft Ave., Los Angeles 
Pizey, Bryce A., COPS ’36, 
2227%4 Johnston St., Los Angeles 
Richards, Merry Janet, COPS ’36, 
Los Angeles County Osteopathic 
Hospital, 1100 N. Mission Road, 
Los Angeles 
Robbins, Edward, COPS ’36, 
2509 Daly St., Los Angeles 
Wells, C. Stillman, COPS ’36, 
240 Mt. Washington Drive, Los 
Angeles 
O’Meara, Eugene K. 
219 Professional Bldg., Monterey 
Fox, Ernest T., 
308 First Trust Bldg., Pasadena 
Reitzell, Robert W. (Renewal), 
455 E. Washington St., Pasadena 
Smale, Leslie T., COPS ’36, 
1423 15th St., Santa Monica 
Clark, Derrell S., COPS ’36, 
Wasco 
Collins, Vernon J., 
118% N. Greenleaf Ave., Whittier 


Connecticut 
Levine, Julius Edward, 
1366 Chapel St., New Haven 


Florida 
Feather, Effie B. (Renewal), 
301 St. James Bldg., Jacksonville 


Georgia 
Chaplin, A. W. (Renewal), 
219-220 Bibb Bldg., Macon 


Idaho 


| Herr, M. E. KCOS ’36, 


Hutton Bldg., Kellogg 


Illinois 
Talmage, H. E., KCOS '36, 
622 Judson, Evanston 
Nordell, Clarence A. (Renewal), 
1630 Fifth Ave., Moline 


Indiana 
Layne, L. E. (Renewal), 
Crawfordsville 


Iowa 
Collard, S. Gertrude, 
Coon Rapids 
Chretien, J. A. R. (Renewal), 
1022 Seventh St., Des Moines 


Kansas 
McCoy, Dale (Renewal), 
Burlington, Kans. 
Howard, Spencer M. (Renewal), 
112 S. Broadway, Herington 
Fawks, E. A. (Renewal), 
Box 115, Merriam 


Massachusetts 
Robertson, John A. 
358 Massachusetts Ave., Arlington 
Carroll, William A., 
600 High St., West Medford 
Elfvin, Henry H. (Renewal), 
32 Franklin, Worcester 


Michigan 
Herbert, Bernard E., 
451% N. Main St., Cheboygan 
Moore, William Kenneth (Renewal) 
3181 Lakewood, Detroit 
Hooker, Lynn, KCOS '36, 
33042 Mitchell, Petoskey 


Missouri 

Simmons, Richard H., 

Blue Springs 
Wilson, Lorne C., 

120 Bluff St., Excelsior Springs 
Foreman, William W. (Renewal), 

512 Chambers Bldg., Kansas City 
Jones, Earl Van, 

2916 Guinotte Ave., Kansas City 
McMullin, Benjamin L., 

Sikeston 
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New Jersey 

Krauss, George H. (Renewal), 

2600 Boulevard, Jersey City 
Talmage, Herbert Richard (Re- 

newal), 744 Broad St., Newark 
Wilcox, Nell S. (Renewal), 

108 Crescent Ave., Plainfield 
Jack, Alvah G. (Renewal), 

1826 Greenwood Ave., Trenton 


New Mexico 
Lethem, Mildred, KCOS ’36, 
204 K. of P. Bldg., Albuquerque 


New York 
Hart, Edward B. (Renewal), 
385 Clinton Ave., Brooklyn 
Raffa, Anthony, Jr., KCOS '36, 
76 Lake St., Liberty 
Towner, Daniel D. (Renewal), 
59 North St., Middletown 
Crocker, Agatha P. (Renewal), 
208 Centre Ave., New Rochelle 
Berger, Theodore James (Renewal), 
77 Park Ave., New York City 
Hayman, Hazel (Renewal), 
8 West 13th St., New York City 
Hall, Lawrence C. (Renewal), 
148 Barrett St., Schenectady 


Ohio 
Anderson, Lillian H. (Renewal), 
746 W. Market St., Akron 


Pennsylvania 

Albeck, Elton C., PCO ’36, 

11 Brookline Blvd., Brookline 
Spanogle, J. Paul (Renewal), 

126 N. Main St,, Chambersburg 
White, L. V. (Renewal), 

221 State St., Harrisburg 
Brandt, Ruth A. (Renewal), 

1601 Chestnut St., Philadelphia 
Hayes, J. L. (Renewal), 

249 S. St. Bernard St., Philadelphia 
Hitner, Mary Patton (Renewal), 

510 S. 42nd St., Philadelphia 
Sheperla, Jean L. (Renewal), 

1152 Wagner Ave., Philadelphia 
Stauffer, George E., Jr., PCO '36, 

7038 McCallum St., Philadelphia 
Stauffer, William S., PCO 36, 

7038 McCallum St., Philadelphia 
Troxell, Reuben, 

5130 Tacony St., Bridesburg P. O., 

Philadelphia 
Zukerman, A. G., PCO ’36, 

3849 Wyalusing Ave., Philadelphia 
Armstrong, Willard C. (Renewal), 

205 Lincoln Ave., Bellevue, Pitts- 

burgh 
Couch, Clarence H. (Renewal), 

260 Elmira St., Troy 
Eldridge, Roy Kerr (Renewal), 

2225 E. Darby Road, Upper ‘Darby 


New Supply of Metal 


AUTOMOBILE EMBLEMS 


Green and white enamel on gold. Three types of attachments— 
fastens on any radiator or license plate. Slightly larger than for- 
mer plates. Sold only to A.O.A. members. Price: $1.00 postpaid. 


A.O.A. 


540 N. Michigan Ave., Chicago, Ill. 
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APPLICANTS FOR MEMBERSHIP 
Continued 


Anderson, Margaret L. (Renewal), 
130 Walnut Ave., Wayne 
Cormeny, Howard J. (Renewal), 
16 W. King St., York 
Thompson, Theo. G. (Renewal), 
46 Schmidt Bldg., York 


Utah 
Callison, V. B. (Renewal), 
516 Templeton Bldg., Salt Lake 


City 
Virginia 
Calisch, Harry (Renewal), 
415 Masonic Temple, Danville 


Washington 
Matson, Jesse E. (Renewal), 
% Davenport Hotel, Spokane 


ADDITIONAL APPLICATIONS 
RECEIVED AT NEW YORK 
CONVENTION 


Connecticut 


Adams, Floyd W. (Renewal), 
140 Washington St., Middletown 
Lancaster, M. Estelle (Renewal), 
1252 Chapel St., New Haven 


Florida 
Long, Richard L. (Renewal), 
16 N. Ft. Harrison Ave., Clearwater 


Kansas 
Seymour, A. E. (Renewal), , 
1104 Military Ave., Baxter Springs 


Maine 
Woodman, Rachel Manchester, 
newal), 80 Poplar St., Bangor 


Michigan 
Broadwater, F. T. (Renewal), 
110 N. Main St., Adrian 
Higelmire, S. J., 
902 E. Carpenter, Midland 


Missouri 
McKee, Gertrude, 
Belton 
New Hampshire 
Little, E. Parker (Renewal), 
5 Concord St., Nashua 


New Jersey 

Bierals, Carl J. (Renewal), 

128 Morgan Place, Arlington 
Donovan, Daniel P. (Renewal), 

895 Boulevard, Bayonne 
Gross, Benjamin, (Renewal), 

409 Cooper St., Camden 
Gauer, John, Jr., PCO ’36, 

3rd Avenue, Denville 
Richmond, R. P. (Renewal), 

31 Washington St., East Orange 
Smiley, Elizabeth M. (Renewal), 

Hotel Marlborough, East Orange 
Sash, Helen M. (Renewal), 

235 Orchard St., Elizabeth 
Sash, Lela (Renewal), 

235 Orchard St., Elizabeth 
Bolton, John J., 

100 E. Palisade Ave., Englewood 
Mitchell, E. S., 

14 Kings Highway, West, Haddon- 

field 
Gilliss, Alfred G. (Renewal), 

213 N. Centre St., Merchantville 
Sigal, Louis (Renewal), 

41 Main St., Orange 
Latta, D. J., 

29 N. Main St., Pleasantville 
Riley, Harold C. (Renewal), 

304 W. State St., Trenton 


(Re- 


New York 


| Levy, Moe William, 


52 Clark St., Brooklyn 


| Ryland, W. Kenneth, PCO ’36, 


1280 Pacific St., Brooklyn 


| Cooke, Howard H. (Renewal), 


24 E. 39th St., New York City 
Roome, Henrietta P., 
140 East 46th St., New York City 
Ross, Jerome, PCO ’36, 
3288 Perry Ave., Bronx, New York 
City 
Humbert, F. C. (Renewal), 
Syracuse Bldg., Syracuse 
Pratt, Milton G., PCO ’36, 
201 So. Lake Ave., Troy 
Miller, Horace M. (Renewal), 
1626 Sunset Ave., Utica 
Champion, John Calvin, 
175 Main St., Suite 509, White 
Plains 


North Carolina 
Hurd, Donald Arthur, PCO ‘36, 
High Point 
Hurd, Naomi Dayton, PCO '36, 
High Point 


Ohio 


Kersting, George H. (Renewal), 
16 Erkenbrecker Ave., Cincinnati 
Robbins, Ray C. (Renewal), 
309 Provident Bank Bldg., Cincin- 
nati 
Yoder, J. A. (Renewal), 
Steele Bldg., Xenia 


Pennsylvania 


Reigart, Morris G. (Renewal), 

106 Wyndaie Road, Baederwood, 

Jenkintown 
Francis, T. Harris (Renewal), 

132 E. Chestnut St., Lancaster 
Smedley, R. Damon (Renewal), 

Marietta & Delta Sts., Mount Joy 
Levin, Jacob M., PCO ’36, 

2101 Catherine St., Philadelphia 
Wallace, John W., 

262 W. Rittenhouse, Philadelphia 
Spill, Walter E. (Renewal), 

102 E. North Ave., Pittsburgh 
Turner, Dudley B. (Renewal), 

106 E. Fourth St., Williamsport 


Rhode Island 
Ingraham, George H. (Renewal), 
703 Broad St., Providence 
Virginia 
Garrett, Carlos K., 
1122 Church St., Lynchburg 
Canada 


Johnstone, R.. (Renewal), 
2 Bloor St., East, Toronto, Ontario 


CHANGES OF ADDRESS AND 
NEW LOCATIONS 


Allen, W. Burr, from Battery Park 
Hotel, to Arcade Bldg., Asheville, 
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_ Berlijn, Gerald J., from 1 Handel- 


| 


| Bumpus, 


x. 
Anderson, W. Locke, KCOS ’36; 
Hotel Saline, Suite 34, Slater, Mo. 


Benedict, A. V., from 1351 N. High | 


St., to 1491 N. High St., Columbus, 
Ohio 


_ Bennett, H. C., from 3803 W. Eighth 


St., to 13163 Burbonk Blvd., Los 
Angeles, Calif. 


straat, to 32 Nicolaas Maesstraat, 
Corner Joh. Vermeerplein, Amster- 
dam, Z., Holland, Europe. 


_ Bigger, Orton A., from 303 Philcade 


Bldg., to 1711 S. Delaware Place, 
Tulsa, Okla. 

Bigsby, G. E., from Des Moines, Iowa, 
to Macksburg, Iowa 

John F., Jr., from 2221 
Downing, to 626 Empire Bldg., 
Denver, Colo. 

Carr, Harry Newton, from Tampa, 
Fla., to 3618 N. E. Second Ave., 
Miami, Fla. 

Chisholm, Gilmore M., from 1396 
Narragansett Blvd., to 9 S. Angell 
St., Wayland Square, Providence, 
R.. 

Claverie, J. B., from Palm Springs, 
Calif., to 5225 Wilshire Blvd., Los 
Angeles, Calif. 

Clough, R. William, from 224 E. 
Wildwood Ave., to 301 E. 23rd St.. 
Wildwood, N. J. 

Cole, “Merton K., from 975 Great 
Plains Ave., to 945 Great Plains 
Ave., Needham, Mass. 

Craig, Robert C., KC ’36, 

303 S. Lexington Ave., Harrison- 
ville, Mo. 

Crocker, Agatha P., from New York, 
N. Y., to 208 Centre Ave., New 
Rochelle, N. Y. 

Denslow, J. S., from 1833 W. 103rd 
St., to 9457 S. Winchester Ave., 
Beverly Hills, Chicago, Il. 

Devine, L. V., from Eldorado, Kans., 
to Box 53, Salina, Kans. 

Dunk, George H. W., from Boston, 
Mass., to 217 Lafayette St., Salem, 
Mass. 

Duphorne, Albert M., from Anthony, 
Kans., to Wolfe-Duphorne Hos- 
pital, Athens, Texas 

Eldridge, Roy Kerr, from South Ard- 
more, Pa., to 2225 E. Darby Road, 
Upper Darby, Pa. 

Emerick, Harriette Lewis, KCOS ’36, 
4 and 5 Post Office Bldg., Barns- 
dall, Okla. 

Emerick, Ronald R., KCOS ’36, 

4 and 5 Post Office Bldg., Barns- 
dall, Okla. 

Enderby, W. C., from 1301 Tenth 
St., to 957 21st St., Apt. 3, Des 
Moines, Iowa 

Eoff, F. M., from 212 S. Main St., to 
317-19 Hickory St., Ottawa, Kans. 

Evans, David J., from Kingswood, 
Surrey, England, to 40 Drums- 
heugh Gardens, Edinburg, Scotland 

Farquhar, Ralph C., Jr., from Noble, 
Na to 29 E. Court St., Doylestown. 
a. 

Fellows, Charles William, from Har- 
risburg, Pa., to Baker Hospital, 333 
N. Duke St., Lancaster, Pa. 

Firth, Douglas, from Toronto, Ont., 
Canada, to 34 Fifth St., Chatham, 
Ont., Canada 

Goode, DeWitt V., DMS ’36, 
Bloomfield, Iowa 

Gordon, Andrew R. M., from 507 Fer- 
guson Bidg., to 715 Transamerica 
Bldg., 649 S. Olive, Los Angeles, 
Calif. 

Gould, W. B., from Indian Hills, Colo.., 
to 1570 Pearl St., Denver, Colo. 
Gray, Clyde, from Horton, Kans., to 
1550 Lincoln, Suite 107, Denver. 

Colo. 

Green, C. R., from 414% E. Normal 
St., to 511 S. Elson St., Kirks- 
ville, Mo. 
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CHANGES OF ADDRESS 
Continued 


Hamilton, S. D., from 4018 W. Flor- 
issant, to 5859 S. Kingshighway, 
St. Louis, Mo. 

Harris, Basil, from 117 W. Ninth St., 
to 609 S. Grand Ave., 613 Edwards- 
Wildey Bldg., Los Angeles, Calif. 

Hayman, Hazel, from 151 E. 19th St., 
to 8 W. 13th St., New York, N. Y. 

Hays, Robert W., from Wilson Block, 
to Avery Block, Fort Collins, Colo. 

Higgins, Melbert R., from Denville, 
N. J., to 520 Magazine St., Beau- 
mont, Texas 

Hillman, H. Van Arsdale, from 200 
Central Park, S., to 200 W. 59th 
St., New York, N. Y. 

Holloway, J. L., from Dallas, Texas, 
to Mountain Lodge, Winslow, Ark. 

Howard, E. W. S., from New York, 
N. Y., to 3285 33rd St., Astoria, 

Humphries, Ruth E., from Waltham, 
Mass., to 353 W. 11th St., Clare- 
mont, Calif. 

Ince, William T., from 2092 Mound 
St., to Los Angeles County Osteo- 
pathic Hospital, 1100 N. Mission 
Road, Los Angeles, Calif. 

Jeffers, H. S., from American Saving 
& Loan Bldg., to 99 N. Fourth St., 
Barberton, Ohio 

Johnson, D. F., from Des 
Iowa, to Hugo Hospital, 
Okla. 

Johnson, Sarah E., KCOS ’36, 
First Natl. Bank Bldg., Rome, Ga. 

King, A. B., from 506 Olive St., to 
818 Olive St., St. Louis, Mo. 

Kinnison, C. C., from St. Joseph, Mo., 
to La Harpe, Kans. 

Koons, William, from Herington, 
Kans., to 750 12th St., Boulder, 
Colo. 

Leach, A. M., from 112 E. Allegan, 
to 212 N. Chestnut, Lansing, Mich. 

Leopold, Norman B., KC '36, 

Lakin, Kans. 

Leopold, V. Mae, from Kansas City, 
Mo., to Lakin, Kans. 

Lindsay, John W., from Canton, Pa., 
to 628 Front St., Freeland, Pa. 

Lodish, Edward H., from 188 High- 
land Ave., to 12794 Mendota St., 
Detroit, Mich. 

MacCracken, Frank E., ASO ‘13, 
1651 L. St., Fresno, Calif. 

McCullough, Robert D., from Kansas 
City, Mo., to 307 Palace Bldg., 
Tulsa, Okla. 

McDougall, William E., from Phila- 
delphia, Pa., to 23 E. LaCrosse 
Ave., Lansdowne, Pa. 

McKissick, Douglas R., from Chicago, 
Ill, to 394 Britton St., Holyoke, 
Mass. 

Mills, Donald, from Sioux Falls, 
S. D., to Seguin, Texas 

Milum, E. W., from Pasadena, Calif., 


Moines, 
Hugo, 
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for your patients’ summer comfort 


the ACE BANDAGE 


is particularly effective 


B-D PRODUCTS 
clade for the Profession 


@ Illustrating 
ACE ELASTIC- 
ITY, stretched 
and unstretched 


COMFORTABLE... the flexible open weave affords elastic- 


ity and ventilation. Adjustable pressure. 


COOL... All-cotton, no rubber. Light but firm support 
without hindering circulation. 


CLEAN...Simple washing in warm water also renews 


elasticity. 


ECONOMICAL...the ACE is durable and may be re- 
peatedly used for many types of application—any 


place on the body. 


@ For women, the ACE No. 7 is suggested. It is silk- 
filled, flesh-tinted, with flat woven edges. Women pre- 
fer this ACE because it is inconspicuous. 


Becton, Dickinson & Co., RUTHERFORD, N. J. 


Novotny, Louis J., from Los Angeles, 
Calif. to Dio Corona, Tamps., 
Mexico 

Parnam, Albert H., from Washing- 
ton D. C., to Oxford, N. C. 

Peterson, Lillian B., from 1413 E. 
Aurora, to 2600 E. 14th St., Des 
Moines, Iowa 


| Pfeiffer, G. F., from 2260 Devon Ave., 


to 1124 Huntington Drive, South | 


Pasadena, Calif. 

Mort, Allene, from Hill City, Kans., 
to 1115 E. Seventh St., Siloam 
Springs, Ark. 


Nay, Lee C., from Goodhand Bldg., to | 


1617 N. St., Ord, Nebr. 

Newell, Donald C., KCOS ’36, 
444 Sawyer St., South Portland, 
Maine 

Newman, Theodore C., from Orlando, 
Fla., to 148-09 Northern Blvd., 


Flushing, L. L., 


to 2349 Devon Ave., Room 


Chicago, Il. 


207, 


| Prescott, Edward S., from Syracuse, 


N. Y., to 31% Market St., 
dam, N. Y. 

Rathbone, Edwin D., from Palmer, 
i to 207 Tiffany Bldg., Eugene, 

re. 

Reese, Samuel A., from 1148 Locust 
Ave., 
Beach, Calif. 

Reuter, Mary E., from 334 Main St., 
to 158 Talbot Ave., Rockland, 
Maine 


Pots- 


Robey, 
Jefferson St., 
St., Kirksville, Mo. 

Roehr, Esther M., from Spokane, 
Wash., to Grace Homeopathic Hos- 
pital, 1620 18th St., Seattle, Wash. 

Rowe, Dana A., from Auburn, Maine, 
to Limerick, Maine 

Salo, Arvo., from 288 E. First St., to 
290 E. First St., Corning, N. Y. 

Schoenhals, Ray H., KCOS ’36, 
Hancock Bldg., Higginsville, Mo. 

Schwab, W. A., from Chicago, IIl., to 
103 Vale St., Bloomington, Il. 


William H., from 616 W. 
to 402 N. Franklin 


| Seibert, William, from Creve Coeur, 


to 707 Kress Bldg., Long | 


Mo., to 6375 Clayton Road, Clay- 


M. Chester, from Brule, Nebr., 
to Widney Clinic and Hospital, Lex- 
ington, Nebr. 

Smith, Edward R., from 923 Detroit 

at Wood, 


St., to 1419 Detroit St., 


Flint, Mich. 
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THE ROCKY MOUNTAIN CLINICAL GROUP 


“The Gateway to America’s Most Beautiful Vacationland” 


DR. R. R. DANIELS 


nosis 


Dia 
DR. EDW. W. MURPHY, Associate 


DR. FRANK I. FURRY 


Orificial Surgery and Physical Therapy 


DR. H. I. MAGOUN 
Successor to Dr. D. L. Clark 


DR. FREEDA LOTZ-KELLOGG 
Endocrinology and General Practise 
DR. EMMA ADAMSON 
Colonic Therapy and Osteopathy 


1550 Lincoln Street 


MEMBERS OF STAFF, ROCKY MOUNTAIN OSTEOPATHIC HOSPITAL 


in DENVER 


DR. PHILIP A. WITT 
Surgery and Urology 
DR. PHILIP D. SWEET 
Structural Analysis 
DR. L. GLEN CODY 
General Dentistry and X-Ray 


DR. ALBERT P. HORTON 
Orthodontia and Pediodontia 


DRS. C. C. REID AND H. M. HUSTED 
Eye, Ear, Nose and Throat 
DR. N. ESTELLE PARSLEY 
General Practise 
DR. RALPH B. HEAD 
General Practise and Anaesthesia 
DR. LESTER F. REYNOLDS 
Obstetrics and General Practise 
MISS E. A. ELDRIDGE 
Laboratory and X-Ray Technician 
Clinical Building 


CALIFORNIA 


LOS ANGELES 


MERRILL 
SANITARIUM 
Neuropsychiatric 


Downtown Office 
609 South Grand 
Avenue 


DR. THOMAS J. MEYERS 
NEUROPSYCHIATRY 
Migraine 
EPILEPSY 


989 E. Washington St. 


PASADENA CALIF. 


COLORADO 


DR. L. B. OVERFELT 


Osteopathic Clinic 
X-Ray Service 


2031—12th Street 
Boulder, Colorado 


DISTRICT OF COLUMBIA 


DR. CHESTER D. SWOPE 
Osteopathic Physician 


The Farragut Apts. 
Washington, D. C. 


NEURITIS 
ARTHRITIS 
MYALGIA 


THE 


CHANGES OF ADDRESS FLORIDA 


Continued 


Spanogle, J. Paul, from 23 Lincoln 
Way, W., to 126 N. Main St., 
Chambersburg, Pa. 

Spates, Edwin M., from 1126 Fore- 

s Angeles, Calif. 

Standring, T. Kenneth, PCO '36, 807-808 Equitable Bldg. 

2701 S. Randolph St., Philadelphia, 


Pa. St. Petersburg, Florida 


Stevens, James E., from Moulton, 
Iowa, to J. C. Hotel Bldg., Collins- 
ville, Okla. 

Stribley, Walter B., from Kansas 
City, Mo., to Johnson Bldg., Suite 
30, Painesville, Ohio 

Tarulis, George J., from 5250 Ellis 
Ave., to 6331 S. Halsted St., Chi- 
cago, Ill. 

Thomas, G. R., KCOS '36, 

800 E. Illinois St., Kirksville, Mo. 

Tinkham, Anna G., from Waltham, 
Mass., to 353 W. 11th St., Clare- 
mont, Calif. 

Tomajan, Karnig, from Philadelphia, 
Pa., to 272 Burncoat St., Worces- 
ter, Mass. 

Tucker, Warren J. E., from New 
York, N. Y., to 59 Main St., Port 
Washington, L. N. Y. 

Turner, Alton L., from 904 Atlanta 
Natl. Bank Bldg., to 601 Loew’s 
Grand Bldg., Atlanta, Ga. 

Van Campen, Josephine, CCO '36, 
203 W. Fifth St., Winona, Minn. 
Van Wagenen, Simon B., from Chest- 
nut Hill, Philadelphia, Pa., to 5614 
Greene St., Germantown, Philadel- 

phia, Pa. 

Walker, F. P., from St. Joseph, Mo., 
to 207 Pickwick Hotel, Kansas 
City, Mo. 

| Wasney, Victoria, PCO ’'36, 8740 
Dumbarten Road, Detroit, Mich. 

Waters, Earle F., from Winchester, 
Mass., to c/o Dr. R. R. Reynolds, 
Maysville, Mo. 

Weiss, G. Woldemar, KCOS '36, 
Chebeague Island, Maine. 


Ray C. Wunderlich, D.O. 


General Practice 


IOWA 


DR. ARTHUR D. BECKER 
Osteopathic Physician 


General Diagnosis 


Cardiologist 
Des Moines Genera! Hospital 


Des Moines, lowa 


Practice limited to consultation 


MASSACHUSETTS 


Dr. Orel F. Martin 
SURGEON 


68 Commonwealth Ave. 
BOSTON, MASS. 


Chief Surgeon 
Massachusetts Osteopathic Hospital 


MISSOURI 


Collin Brooke, D.O. 


Practice Limited to 
Proctology—vVaricose Veins 


Wheeler, Albert B., from 323 S. Main —Hernia 
St., to c/o Stone Memorial Hos- 
pital, Inc., Carthage, Mo. ST. LOUIS 


Willgoose, Dorathea M., from 1478 
Highland Ave., to 1116 Great Plain 


210 Frisco Bldg., 906 Olive St. 


Ave., Needham, Mass. 


relieves 


PAIN and CONGESTION 


HUXLEY LABORATORIES INC. © NEW YORK, N.Y. 
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NEW MEXICO OHIO 
SANTA FE Dr. Charlotte Weaver 
L. C. Boatman, D.O. _ Alienist 
° Consultation, Diagnosis, and Treatment 
Caroline C. McCune, D.O. Osteopathy, Endocrinology, Psychoanalysis, Psychoresynthesis 
Santa Fe “in the most interesting 50- By Appomtment Only 
mile square in America,” has a summer Suite 839 Telephones: 
temperature seldom above 90°. Ideal 
resort for patient and physician. 
NEW YORK Classified Advertisements —- 
RATES PER INSERTION: $2.00 for 20 
Dr. A. Bowman Clark — or less. Additional words 10 cents 
Dr. Elizabeth S. Carlin TERMS: Cash with order. RAY M. RUSSELL 
77 PARK AVE. COPY: Must be received by 20th of pre- 
Cor. 39th St. Practice of Osteopathy 
— FOR SALE: I ti d G H Park La 
: owa practice an new rosvenor ouse, Par ne 
brick home. Average business $4,500 
LONG ISLAND OFFICE yearly. $3,500 cash required, balance ar- LONDON, ENGLAND 
99 CATHEDRAL AVE. ranged. Fullest investigation solicited. 
HEMPSTED Iowa, c/o Journal. 
FRANCE 
FOLEY TRUSSES. Also Foley hernia 
and varicose vein solutions. We have care 
Thomas R. Thorburn special proposition to bring you Lepel William J. Douglas, D.O. 
high power ultra Short Wave machine 
D.O., M.D. and show you how to get results with 43 Avenue George V. 
SURGERY short wave and also handle successfully (Champs Elysees) 
rectal, vaginal troubles, varicose veins PARIS 
Nose, Throat and Ear and hernia. Thomplasto, Leesburg, Va. 


T 1 
Hotel Buckingham, 101 West $7 St. | | AMBULANT PROCTOLOGY: el. Elysées 60-51 
: tures on Ambulant Proctology an 
New York City the Injection Treatment of Hernia. FRANCE 
Price $5.00. Individual instruction 
given. Dr. P. H. Woodall, 617 First 


RHODE ISLAND National Bank Bldg., Birmingham, Ala. 
TABLES: New tvpe spring cushion or | Md 
Dr. F. C. True sanitary, sterilizable sponge rubber. Literature Rack 
Hydraulic or stationary base. DR. HAY- 5 
SURGEON MAN, Mfr., Doylestown, Pa. Brightens _your office and helps 
1763 Broad St. you to deliver the message of oste- 
opathy to every caller. Keeps your 
PROVIDENCE, R. IL. | literature clean and accessible. 
CHIEF SURGEON GLEASON BELTS 
R. I. OSTEOPATHIC HOSPITAL For Sacro-lliacs 
$1.50 each 
Give measurement around pelvis 
DR. A. H. GLEASON 
702 Park Bldg. 
Osteopathic Physician Ww. 
orcester, Mass. 
General Practice—Hyperthermia 


78 Spring Street 


“Jaurocol 


Newport, R. I. 
(Torocol) TABLETS 
= —— | 
CONSTIPATION and 
Richard E. Martindale, D.0. HEPATIC INSUFFICIENCY 
ere conditions in the correction of which Price $2.50 
Spinal X-Ray Examination or dispense TAUROCOL sea” sineainn Sent here in the U. S. A. onl 
nt anywhere in the U. S. A. only, 
TAUROCOL COMPOUND TABLETS 
Upright and Horizontal Positions express charges collect. 
290 Westminster St. || 
Providence, R. I. for 420 N. Michigan Av., Chicage 
THE PAUL PLESSNER CO. ‘ i 
Detroit, Michigan AO 8-36 
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KALAK WATER CO. OF NEW YORE, Inc. 
6 CHURCH STREET e 


reserve. 
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ACID 
RESISTANCE 


KALAK 


Hypertonic — Alkaline — Carbonated — Not Laxative 


The years of experience with physicians who have 
used Kalak show that the use of a formula containing 
calcium, magnesium, sodium and potassium salts rep- 
resents a correctly balanced solution. This is Kalak 
which, as such, aids in maintaining a balanced base 


How Alkaline Is Kalak? 


One liter of Kalak requires more than 700 ec. N/10 
HCL for neutralization of bases present as bicarbon- 


ates. Kalak is capable of neutralizing approximately 
three-quarters its volume of decinormal hydrochloric 


acid. 


NEW YORE CITY 


Index to Advertisers — Patronize ‘Them 


Books, Literature, Charts 


American Osteopathic Asso- 


ciation.......... dagdtacasesesdeodl 16, 17, 19, 23 
Saunders, W. B. Company......Cover I 
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| x Ihe fall term at the Kirksville College begins September fourteenth. 
| 2 This year finds better facilities than ever for the training of osteopathic 

x physicians. The new Clinic Building and other extensive changes in 
| x the physical plant will greatly increase efficiency. The faculty has 
| x been further strengthened so that even better teaching will result. 

x Nothing is being spared that will make the Kirksville College bigger 
| x and better. 
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CATALYN 


VITAMIN DEFICIENCY 


is known to be responsible for these endocrine changes: 


Atrophy of: Thymus, Gonads, Spleen, Pancreas, and 
Thyroid............(Witamin B deficiency). 


(Heart, Liver, Kidneys and Stomach also atrophy, 


mainly under B deficiency). 


Hypertrophy of: Adrenals, Thyroid (C deficiency) 


In all endocrine disorders, then, the first 
thing to suspect is Vitamin deficiency. 
The administration of proper Vitamin 
Concentrates should, logically, accom- 
pany any other treatment. 


More information from us, or from the nearest "Catalyn" distributor: 


ATLANTA, GA......... 724 First National Bank Building NEW YORK CITY..... 
BOSTON, MASS............... 35 Bonad Road, Arlington OAKLAND, CAL....... 
177 Wentworth Street OKLAHOMA CITY..... 
SS ee 549 West Washington Street OMAHA, NEBR.... 
CINCINNATI, 0O..........421 Provident Bank Building PHILADELPHIA, PA.. 
7711 Euclid Avenue PITTSBURGH, PA..... 
1112 E. Fulton Street PORTLAND, MAINE... 
5831 R Prospect PORTLAND, ORE...... 
DAYTONA BEACH, FLA........... 220 Magnolia Avenue PROVIDENCE, R. I........ 
DENVER, COLO...... ....515 Temple Court Building RICHMOND, VA....... 
DES MOINES, IOWA.............600055 3814 Fifth Street ROCHESTER, N.Y.... 
A 528 Penobscot Building SAN ANTONIO, TEXAS. 
FORT WAYNE, IND.................. 1204 Maple Avenue SAN DIEGO, CALIF.. 
HONOLULU, T. H.......... 202 H lian Trust Buildi SAN FRANCISCO...... 
HOUSTON, TEXAS................1120 Jefferson Avenue SEATTLE, WASH..... 
JACKSONVILLE, FLA............ 232 W. Forsythe Street ST. LOUIS, MO......... 
KANSAS CITY, MO.................: 412 W. 47th Street 
LOS ANGELES....... 438 Chamber of C Building TUCSON, ARIZONA 
MEMPHIS, TENN............ 6 South McLean Boulevard WASHINGTON, D.C... 
Gante Apartado 1993 WAUKEGAN, ILL............. 
MINNEAPOLIS, MINN............ 47 South Ninth Street WHEELING, W. VA... 
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